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Health, United States, 1980 is the fifth annual 
report on the, health status of the Nation submitted 
by the Secretary* of Health and Human Services to 
the President and Congress of the United States in 
compliance with Section 308 of the Public Health 
Service Aict, It presents statistics concerning recent 
trends in the ^health -care sector and detailed discus- 
sions of selected current health issues. 

This report was compiled by the National Center 
for Health Statistics with the assistance' of the 
National Center for Health Services Research, Qfi?ce 
of Health Research, Statistics, and Technology, Trie 
National Committee on Vital and Health 'Statistics 
served in a review capacity. , 

This volume contains Prevention Profited submitted 
by the Secretary of the Department of Health and 
Human Services to the President and the Congress 
Nrf the United States for the first time this year, and 
. erory third year hereafter, in compliance with Sec^ 
tioV 404 of (Title: TV of the Health Services an%l 
"Centers An^hdmehts of 1978 (Public Law 95-626). 
This\ profile provides a data base for the effective 
implefrfbhtation of the disease prevention and health 
promotion aspects^f trrfs legislation, Jt also serves to 
increase public awareness, of thV prevalence, 
incidence, and trends in preventable causes of death 
and disability in the United States, Although the 
legislation gave primary responsibility for preparation 
of the profile to the National Center for Health 
Statistics, it was developed in cooperation with the 
Office of Disease Prevention and Health Promotion, 
This first profile is an integral part of the 
Department's Health Initiative which was outlined in 
Healthy People: The Surgeon General's 'Report on 
Health Promotion and Disease Prevention arid later 
described in ^ w more detail ~ in Promoting 
Health/Preventing Disease: Objectives for the Nation, 
Future editions of Prevention Profile will serve as the 
basic mechanism for tracking these objectives* 



This vQlume is divided into two, parts. Part I is 
Health, United States, which includes: (a) several ana- 
lytic articles^ on subjects of current interest in the 
health field; (bX a section of 7 R detailed tables; (c) 
appendixes containing descriptions of the data 
sources and a glossary of terms; and (d) a, guide to 
the detailed tables. Part $ is Prevention Profile* - 

The-analytic articles and detailed tables in -Part 1 
are organized around four major theme,^ 

ealth Status and Determinants ; 

• Utilization <xf Health Resources 

• Health. Care- Resources 

• Health Care Expenditures 

This edition of Health, United States continues the 
^^approach introduced in last year's volume by 
emphasizing trends and comparisons over time 
- rather than cross tabulation^ of several variables for a 
"f^i^^Jata year. This improves the usefulness of the 
yd] jjtby making it a standard reference source that 
- illustrates changes in health status and the health 
care" system. Future editions will be updated with 
more recent data years using similar tables. 

Once again, the detailed tables Emphasize age- 
adjusted data . This was necessary for two reasons: 
(1) the^alderly^^pnstitute a growing proportion of the 
U.S. ^/populatioiiS^and (2) "several demographic 
subgroups of the population have different age struc- 
tures. By adjusting for age, data .can be compared 
more easily over tnnie and for different groups. 

Although the articles and tables are divided into 
separate topical sections, the trends considered under 
different aspects/of the health care system are not 
independent. Strong, interrelationships exist, and a 
change in one area of the health* care system may 
affect other areas. However, only some of these 
interrelationships are examined in this report. 
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I. Health Status and Determinants 

• The fertility of American women remained at a 
low level in 1978-66.6 births/ per 1,000 
women 15-44 years of age, / 

• Not only are women having fewer, births, but 
many are also postponing them; the birth rate 
for women 20-24 years of age* is now equal to 
that for women 25-29 years of. age, and first 

• births for women 30-34 years of age have 
increased, sharply. ' 

\ • In* 1978, there were 32.9 births per/], 000 
women 15-17 years of age, compared with 38.8 
•' births pe*. 1,000 in 1970. 

• Although the differential has narrowed since * 
1970, the birth rate for black teenagers 15-17 
years of age in 1978 was three jjfimes that of 
white teenagers in the same age group, 

• Life expectancy at birth continued $b increase, 

• reaching a record 73.3 years in 1978; the 
difference between life expectancy for white, 
^people and all other people has narrowed, but 

: it still remains large- at- 6 years, , 

*• The relative difference between male and 
female mortality has been increasing; the ratio 
of the age-adjusted death rate for males to that 
for females increased from 1.5 in 1950 to 1 .8 
en 1978/ 

• From 1970 to 1978, heart disease mortality 
decreased by the same amount — 18 percent— Ss x 
as it did the 20 years between 1950 and 1970. 

• Stroke mortality decreased by a greater amount 

- from ,1970- to 1978 than it did the 20 years - 
between 1950 and 1 970— 33 percent, compared 
with' 25 percent; this recent decline has been 
especially large for black people who are about 
60 percent more likely to die of stroke than are 
white people, 

» Although it has been known for several yeay 
that control of severe hypertension leads to 
reduced mortality, a clinical trial completed in 



1979 provided convincing evidence that control 
* of even mild hypertension leads to reduced 
mortality; »'._,, 

Cancer mortality NEas continued* to decrease for 
people under 45 years of age and has" recently 
begun to decline for those 45-49 years of age, 

During the 1*970 "g, respiratory cancer death 
rates increased for men and women, but the 
rate of increase was greater for females; if, 
current trends continue, lung cancer will 
replace breast cancer as the leading cause of 
cancer mortality among women. 

Following a sustained decreas^fft motor vehi- 
cle accident mortality from 1968 to 1976, the 

age-a 



isted death rate for motor vehicle^ 

accidents, increased 4 percent between 1976 

and 1977 and 7 percent between 1977 'and 

19'78. * ' . 

■ * 

After a steady increase since the early 196Q*s, 
the age-adjusted death rate for homicide, has 
declined slightly since its record peak in 1974; 
this resulted from a sizable decrease in the^rate 
for black people "Who are about six times more 
likely than white people to be victims of homi- 
cide, f . 

Following a general 'increase in the age- 
adjusted suicide rate during the 197Q\s, the 
rate declined by 5 percent between 1977 and 
1978, ' 

.The infant mortality rate in 1979 was 13 deaths 
per 1,000 live births, a 4 7- percent decline since 
1965. 

Although infant mortality has been decreasing 
for all races, , black newborns are nearly twice 
as likely to die during inr^ncy as their white 
counterparts. 

Both white and black infant mortality rates 
were about 50 percent greater in the States 
with the highest rates than in the States with 
the lowest rales. 

One of the major factors contributing to the 



decline in intam mortality and especially neo- 
natal mortality is the greatly improved survival 
for infants of low birth weight; about 50 per- 
cent of the reduction in neonatal mortality 
among white infants and 60 percent of the 
reduction among black infants was because of 
improved survival for in fan is " weighing 
between j, 001 and 2,500 grams, 

II* Utilization of Health Resources . 

* Between 1964 and f 12J8, a marked trend 
toward equality in the volume of physician 
visits between the p6or and n on poor was evi- 
dent, although no convincing evidence exists 
that, the lave I of use was commensurate with 
need. . 

The poor continued to use considerably fewer 
dental services than the no n poor; in 1978, half 
■ the population with family incomes below 
$7,000 had no dental ^are during the 2 years 
preceding interview, compared with one-third 
of those people with higher family incomes, ) 

• From 1963-65 to. 1976-78, the rate of surgery 
«. for children' declined-, but it increased * tor 
■ adults, especially those 65 years of age mid 

over, ' ■ J i* 

• hot the period 1976-78- the North Central jfin/j 
South .Regions generally had higher rates\of 
surgery than the Northeast and West Regions, 

. In nearly/ every age, group mu\- geographic 
region, surgical utilization Increased mdf^ 
^ rapidly for the poor ttian the nonpoor from 

* 1963-65 to 1976-78. 

• In a compansbn among 10 sdleeted countries, . 
the United Stated, Australia, and Canada had 

[ the highest hospital discharge rates and the 
shortest mean lengths of stay, 

• The mean length of a hospital stay lor people 
65 years of age and over was more than 5 days 
shorter in the United JS tales than jn seven 
other countries, 

• The mean length of a hospital stay in the 
^ United States decreased from 8.5 days to & 7 ; 4 
% days in the 10-year period from 1968 to* 1978; 

this represented an overall decrease of 13 per-' 
;■ cent. ' ■ . 

• Although all four geographic regions experi- 
enced decreases in lengths of stay, regional 
variation was mrfre apparent in 1978 than in 
1968: the Northeast had the longest stays and 
the West had the shortest stays, 

• The mean length of a hospital stay for acute 
myocardial infarction (heart attack) dropped 
,from 19,2 days in 1971 to 13,8 days in 1978 -a ^ 
reduction of 28 percent. 
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> * # Between 1970 and 1978, the rate of cesarean 
section deliveries nearly tripled to 15,2 per 100 
deliveries, or more than one-half million 
* births, • , \ 

„ • -Although the United States had the highest 
cesarean section rate when compared to live 
other countries for which data were available, 
all countries showed "sharp increases in 
cesarean section deliveries, * * 

* The uniformity of the increase in cesarean sec- 
tions by maternal and - hospital characteristics 

, suggests that a fundamental m/d widespread 
change in obstetrical practice has taken place. ' 

• Although a great deal of change in the age- 
parity composition of live births occurred, this 
change accounted lor only 5 percent of the 
increase in cesarean section deliveries, 

HI. Health Care Resources * ± 

■ • Between 1970 and 1979, the number of active" 
physicians (M.D.\s) per, 10, 000 population 
increased 25 percent to 19,3. 

» The physician* supply is expected to grow 
rapidly in trie coming years, increasing 37 per- 
cent between *1 979 and 1990 to nearly 600,000 
physicians, or 23.9 physicians per 10,000 popu- 
lation 

- » Although the physician supply has. recently 
. \ "been increasing ir,i_.jionmetrojx)iitan as well as 
in metropcrtiuin areas, in 1978, the patient care 
^ physician- to-population ratio*! n nonmetropoli- 
" Mn areiis was 7.4vper 10,000, compared with 
17,1 per l0,0'00 jrr rWtropoHtah areal 

• Public and private initiatives have stimulated - 
physician interest in" primary care specialties; 
family practitioners^ are expected to increase 
from 3 percent of all physicians in 1 975 to 10 
percent by 1990. " * 

• Regional variation in the supply of patient care, 
physicians decreased between 1973 and 1978; 

; however, the Northeast Region still had 37 

^percent ' more patient care physicians per * 

t 10,000 population than the South and North 

Central Regions, . 
, < 

• While the number of community hospitals was 
practically unchanged between 1973 and 1978, 
their numbers of beds, admissions, average 
daily census, and outpatient services substan- 
tially increased; however, occupancy rates 
decreased during this period, 

• In 1978, 36 States had higher bed-to- 
population ratios and 46 States had lower occu- 
pancy rates than those recommended in the 
Department of Health and Human" Service's 
National Guidelines for Health Planning, 

• 1.3 • . 



f Iri 1976, the number of nursing home beds per 
1,000 persons 65 yearAof age and over varied 
from 11 in the North Central Region to ST in 
the South Region. N 

Health Cari Expenditures . » *^ 

Health care expenditures arq continuing their 
rapid rise, -reaching $212.2 billion, or 9,0 per- , 
cent of the gross national product for 1979; 
this represents an increase of 12.5 percent over 
thaufor the previous year. 
Expenditures for hospital care continued to 
account for the largest portion of the health 
"care flbjter— 40.2 percent; in 1979; physician 
services accounted for 19.1 percent, followed 
by nursing" home care (8,4 percent), drugs and 
drug sundries (8,0 percent), and dentist serv- 
ices (6,4 percent). 

During the past three decades, hospital care, 
f and nursing home care have increased ,as a 
proportion of total health care expenditures, 
while physician services, drugs arfd drug sun- 
dries, *and dentist services have decreased,, 

Medical care prices more than doubled during 
...the period 1970 to 1979; price increases alone 



accounted for more than two-thirds of the 
Increase in heplth expenditures in 1979, 

» Hospital service charges generally led the 
-increase in medical care ptices, with annual 
increases in excess of 10 percent during the 
peri^l.070 to 1979. ' . 

• Third party payment for medical care services 
* increased from 48 percent to 80 percent during 
' the period 1966 to 1977; currently, 'approxi- 

, mately 90 percent of the population has some 
form of health insurance coverage, 

• The number of employees ,per patient day in' 
community hospitals' increased by 19 percent 
between 1971 and' 1978. , 

« Hospital re^l assets, per bed increased by 28 
percent during the period 1971 to 1977; hospi- 
tal real assets per 1,000 population increased 
37 -percent during this period. 

« Occupation-specific, quality-adjusted wages in 
the healTh( care sector rose relatives to other 
industries until 1972, after^which these wages 
did not keep pace yith other industries, 

• Hospitals have markedly .increased their reli- 

• ance on debt financing of capital projects— 
from 35 percent in 1969 to 63 percent" in 1977, 
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Introduction v 

The fertility of American worsen has cieclined 
substantially during the past 25 years. From 1 955 to 
1978, the crude birth rate decreased by 39 percent, 
from 25,0 to 15 J births per 1,000 population, and 
the fertility rate decreased by 44 percent, from 11 8.3 
to 66,6 births per 1 ,000 women 15-44 years, of age, 

Not, Qtily are women having fewer births, . but 
many seem to be postponing them as well Age- 
^specific birth rates have traditionally been highest for 
women 20-24 years of age. However, in recent years, 
these rates have been converging with those for 
yomen 25-29 years of age. While fertility has been 
declining for both age groups, the decline for 
younger women has been rnpre rapid! By 1978, the 
age-specific birth rates were virtually the same Tor 
eQch age group (figure 1), .Mbreov.er,. r although' stitl 
substantially lower than for women in their twenties, 
births to women 30-34 y-eurs of age have been in- 
(v creasing since 1975, 

"This pattern is even more pronounced when los- 
ing at age-specific rates for ^first births only (figure 
2). While first births for, women 20-24 years of agcj 
bstantia! todme^^rough the i97() , s, 
25-29 knd^^^eirs of age have 
increased markedly. The' phenomenon of^ delayed 
childbearing is not as apparent for black -women as it 
is for^white women. Although birth rates for black 
women in the 2 0-2 4 -years of age group have shown a 
marked decline while incise forjhe 25-29 and 30-34 
years of age groups ^have increased slightly since 
"1975, fates for the woman in the youngest age group 
rernairt substantially higher. 

Women are also completing childbearing at earlier 
ages, further reducing the span of childbearing years 
and thus, their fertility,. Fertility decline has been 
highest for women over 35 years of age, with the 
magnitude of decline progressively larger for each 5- 
year age group. Currently, % birth rates for these 
women are at extremely low levels. This applies to 

* • / ' 

'Prepared by Barbum G, Wcichen, Naiioftul Center for Health 
Statistics,* 
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Figure 1, Age«specifSe birth rates: United States, 1955-78 
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Figure a, First births, acaordini to race and selected 
ages United States, 1955-78 



both white and black women, with the rates for the A 
latter somewhat higher. 

While both white and black women have experi- 
enced declining fertility, sizable differentials still 
exist between the two groups. Birth rates for black 
women have been substantially greater than those for 
white women. These differences are particularly large . 
for third and higher order hirtjis. An interesting ex- * 
caption occurs for the 25-29 and 30=34 years of age 
groups as the resulf of the delayed childbearing 
among white women, Since 1 970, black women 25- 
29 years of age have been experiencing lower fertility 
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than whhe women of the same age, and the rates for 
each TaceN^ffie 30-34 "years of age group have be- 
come more similar. ■ % 

The •largest racitU differentials -* occur among 
teenagers, teenage pregnancy has been a topic, of 
concern to public health ofTicUls tbr many years be-, 
cause of negative health and social consequences for 
both the mother and child. r The remainder of this 
section will concentrate on trencis in teenage fertility 
and their implications, 

1 ■ v . 

Teenage Fertility 

In 1978, there, were more than 500,000 bkths to 
women under 20 years of age, representing more 
than 16 percent of all births. Teenagers 15-17*yeafs 
of age accounted for 6 percent 'of alL births and those 
w~ 19 years of age accounted for 10 percent. Births to 
teenagers under 15 years of age accounted for only 
0.3 percent of total" births. .Moreover, the absolute 
number of births for 4h0yoangest teenagers was 
smaircompared with teenagers 15-19 years of age— 
10,772 and 543,407 births, respectively. 

Large differentials in teenage 'childbearjng exist 
between the races (table 4), In 1978, the birth rate 
for black teenagers 1ST 7 years of age wiijs three 
V times that of white teenagers in the same age group. 
For those 18-19 years of age, the rate for black 
women was double the rate for wnite women! The, 
largSst differential occurred for teenagers* under 15 
years' of age, with the birih rate for black teenagers 
seven times that of white teenagers, Thes6*'differen- 
tials were also evident for teenage births as'a propor- 
tion of total births. For example, births to black 
women 15-17 years of age accounted for more than 
12 percent of total births to black women, while 
those for white women of the same age accounted 
for about 5 percent of total white births. 

Declines in fertility: during the 1970\s have been 
more rapid fpr black teenagers, somewhat narrowing 
the differential* between black ami white women 
under 20 years of age. After a slight increase in the 
early 1970's, the "birth rate m black teenagers 10^14 
years ojf age began to decline, while the rate for 
white teenagers in thiV age group remained about the 
same, The fertility of both white and black teenagers 
-15-17 years of age also increased slightly during the 
early 1970 \ but it declined between 1973 and 1978 
at an average annual rate of 4.6 percent for black 
teenagers and 2,9 percent for white teenagers. The 
fertility of the 18-19 years of age group for both 
races declined from 1970 to 1978 at similar rates- 
4.2 percent for black women and 4.5 percent for' 
white women. 

While teenage fertility rates, have fallen since the 
early 1970\s, the rate of decline has been slow rela- 
tive to women in their early twenties. This is particu- 
larly true of trie rates for younger teenagers, The rate 



of decline for .women 18-lJTyears of age more closely 
paralleled* that of women 2^4<ye^rs of age. 

'Despite' the overall decline -in recent years, 
teenage fertility, in the United States if still con= 
sidered to be at a jiigh level. Whe*i compared with " 
12 other indu-tyrirrlized countries, the teenage birth . 
rate in. the United States i% among the highest, even 
**wt\&ft white women alone are considered (table A). r 
The virtual absence of teenage Jbirths in Japan is 
especially notable. While Japan's extremely low birth 
rate for women 15-19 years of age may he attributed 
primarily to cultural factors, it has also shown a con= ■ 
siderable decline since 1955, . . ' 

Sexual Activity and Contraceptive Practice 

According to thq results of two national surveys 
conducted " in 1971 and' 1976, premarital sexual 
activity among women 1 5-19 years of age is increas- 
ingjr Proportionately rrrore teenage women are hav- 
ing sexual relations, and their first exposure^occopK^ 
at younger ages, THis increase has been more rapid 
for ^hite teenagers ulftioUgh premarital sexual 
activity is still more prevalent amonjf black teenagefs 
(Zelnik and Kantner, 1977), . • 

A substantial^ increase has. alsd s occifrfed in the* 
proportion of teenage women who use contraception 
consistently' and in those who use the more effective v 
^ medical methods such as>$tie birt^t control pill and' t ., 
lhe= intrauterine device, J However, as of 1976, 28 
percent of sexually actme ^hit© teenager^ and 43 ■ 
'percent oi^ack teenager? tfid not tise contraceptives 
(Zelnik and Kantner, 1978): The major reasons for 
nonuse included the unanticipated nature of many 
teenage sexual encounters Und misinformation about 
the risks of pregnancy. Many* teenagers had inade- 
quate knowledge about the menstrual cycle and whenn 
conception was most likely to occur or believed 
themselves protected against pregnancy by their 
youth ,nr in frequency of ^intercourse (Zelnik and 
Kantner, 1979).: ' 

Apparently, teenage women are^yfiot relying on 
abortion as a substitute Tor- contraception, - Among 
teenagers who become pregnant unintentionally, 
those who choose abortion* are no le^tS likely to have 



: bee n practicing contraception prioMo pregnancy than 
those *ho continue their pregnancy (Zelnik and 
Kantner, 1978), However, approximately 30 percent 
of all abortions are performed on young women less 
than 20 years of age (table 5), compared with 16 per- 
cent of all. live births for the, same age group, 



Health Risks 



Teenage women are at higher risk of various com* 
plications of pregnancy such as toxemia .£Uid-;;prq* 
longed labor than are women in their tvvcntiei' These 
problems are related to several factors including poor 
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nutrition, physical immaturity, and inadequate prena- 
tal care (Bi/ldwin, 1976). The incidence of delay or 
absence of/prenatal care for, teenagers is greater than 
for older pothers and more pronounced the younger 
the teenager is (National Center for Heajih Statistics, 
1977), Singly .or. in combinatiop^ these factors 
present a serious health risk, not only to the young 
mother, but also to her infant, 

One of the most serious problems of teenage preg- 
nancy is the high incidence of infants weighing 2,500 
grams or less/at birth. Low birth/ weight and infant* 
mortality tend to occur together. Inj addition, low 
birth weight has also been linked withjdevelopmental 
problems such as,epi!epsy, cerebral palsy, and mental 
retardation (Stewart? 1977), L 

A higher proportion of low-birth-weight infants 
are born to teenage mothers than to mothers in their 
twenties (table B). Moreover, subs tarsal differences 
exist bejjveen white a nit* black women J not onjy for 
teenage births but for births to o^der women as well. 
For example, the proportion of low-bii|th-weight in- 
fants born to white mothers less than 15 years«of "age 
( 10.9. percent) is lower than the proportion' born to 
black mothers ift the same^age group (16.9 percent); 
it is also lower than th^ f proportion bprn to black 
mothers 25-29 years of age 01.4 percent), 
' . Health problems rela\ed to ^teenage pregnancy r ,for^ 
both mother and i,nfan t, increase ' in prevalence lh& 
younger the teenager is, Moreover, these problems; 
0$ko increase with parity. For example, while the risk 



Table A. Birth rates and percent of all births for women 
under 20 years of age: Selected countries, selected 
years 1972-1976 



Country and year 



Births 
per hOOO 
women 
under - 
20 years 



Percent 
of all 
births 



Canada (1975)'.' ... \: : ,\. , 


m.s " 




United States (J976) 1 " B .. B| ..,^„ / ; 


' 54' 7 * 


18,0 


Sweden (1976) ........!,..,>.. / 


,26,0 


6,6 


England and Wales (1976) ..: 




§.9 


Netherlands (1976) ... ..= ... ■ 


11.3' 


3.7 


Qerrhan Democratic Republic (1975) "... 


' 61.6". • 


21.8 


German Federal Republic (1976) , 


19.9 


7.5 


France (1972) 


28.8 


' 6.7 


Switzerland (1976) 


15 4 


3.9 


Itafy (1974) 


"50.7 


11.3 


Israel (1975) 


43,7 


7.2 


Japan (1976) 


37 


0,8 


Australia (1975) 


40,9 


10,4 



! |n 1976, there were 45.1 births per 1,000 white women under 20 
, years of age, and 111 .S births, per 1 ,000 black women under 20 years 
of age. These*births comprised 15 5 percent o\ all white births, and 
31 .2 of ail black births. 1 

NOTE: Data prese'nted are for 1976 Or the latest available year, 

SOURCES: United Nations: Demographic Yearbook 1Q77 f Pub. $o, 
ST/ESA/STAT/SER.R/6. New York. United Nations, 1378; National 
Center for Health Statistics: Vital StatigtiQB of the United Sfafes, 
1976, V.ol I. Public Health Service, DHHS, Hyattsviile, Md. To be pub- 
lished. * 
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Table B, Births and percent of infants weighing 2,500 
grams or less, according to race and agei United States, 
1978 -r 

i k . White Black 



a Age 




Percent 




Percpnt 


S . '. 


Births .. 


2,500 


Births 


2,500 




grams 




grams 


0 * 




or less 




or less 


1 5- 29 years 


2^55,04 1 


*@0 




1 2 9 


* 

Less than 15 years .. 


'4,512 


10.9 


3,068 ' 


'<M6.9 


15-19 years 


38Q,Q6Q ! 


8.1 


151 ,001 


14.6 


15 years ............... 


15,756 


9,8 


12,525 


15.1 


16 years .? 


40,776 


9.1 


22,754 


15.0' 


* 1 7 years ............... \. 


74,425 


8.5» 


32,038 


14.7 


18 years 


108.074 


8,0. 


39,933 


14.5 


19 years 


141,029 


7.4 


43,751 


14 2 * 


* 20-24 years 


914,772 


5,9 


196,731 


127 


25-29 years ............... 


860,209 


5.2 


121,613 


1 1.4 


SOURCE: .Division of Vit 


ai Statistics 


. National 


Center for Health 


Statistics: Selected data 





















of pregnancy complications for, older teenagers hav-' 
ing a first birth is somewhat higher than that, for 
mothers in their twenties, adverse outcomes increase 
considerably for teenagers having higher order births 
(Menken, 1972). ". * , . 



SoclS^Conseqiiences , 

■/ - Currently, the proportion of ouUoT-wedlock births 
to teenagers Is extremely high and has been increas- 
ing steadily through the 1970/s. In 1978; more than 
90 percent nf births to blJPk teenagers 15-17 years of 
Migc were oit-of-wedlock, compared with 72 percent 
* in 1969. Fo\ white teenagers of the same age, 40 per- 
cent were out-of-wedlock in 1978, compared with 24 
percent In 1 969 (table 4) 

Many of these young' mothers are apparently 
aware of the instability, inherent in tec nag a marriages ; 
and often choose to rely. on other support systems. 
Parents are often an important 'source .-of both 
economic and emotional support, as are friends. 
-Many teen age • m o t h e rs , a I so depend, at least/ in part,' 
on public assistance ( Pre sse r 1 9 8 (J) . * Moreover, 
changing social values and abatement of the stigma 
attached to" out-of-wedlock births undoubtedly have 
contributed to the downturn in marriage for pregnant 
teenagers. i 

An immediate e/fe.ct of pregnancy for "many 
teenagers is the interruption of their education, This 
applies particularly to younger teenagers who have 
not yet completed high school. Title IX of the Edu- 
cation Amendments of 1972 prohibits the exclusion 
of pregnant teenagers from schools that receive pub- 
lic funds. Nevertheless, the lack of supportive pro-, 
grams, economic" need, and the responsibilitfes of 
child care may present seemingly insurmountable 
barriers 1 to these young women. In' general, the 
younger the teenager, is at the onset of pregnancy, 



the fewer years of school she will complete when 
compared to peers who do not become pregnant 
: ( Moore et a|., 1977). . ' 

Employment u inore difficult for teenage, mothers 
than for older mothers because of their lower levels 
of educational attairfment and lack of work expe'ri* 
eiice. In addition, Qn^ling^ and afiordjng adequate 
chikhcare can be, a serious obstacle io a young worn* 

, an witji limited resources. For those young mothers 
who unemployed, their relative lack of education is 
.directly related to lower occupational status and earn* 
nigs. (Moore et a I.., 1977). . ' m . 

Teenage niothWs are more likely jo become 
dependent on public assistance for at least some 
period 'of time than are older mothers. This arises 
- j from the greater prevalence of out-of-wedlock births, 
marital disruption, and low educational attainment, 

= all otawhich are predictive of welfare . dependency 

(Moore et al., 1977). '' 
• ± Further exacerbating the difficulties of teenage 
mothers, an early age at first birth tends to lead io 
higher subsequent fertility. One study found that 
teenage mothers had, 36 percent more children in the 
15 years following their first birth than women who 
began childbearing at a later age . (Tru^ssell and 
Menken, 1 978) ... In addition to fewer role options 
stemming from reduced educational 'and occupational 

- opportunities, these youngs mothers have a particu- 
larly long childbearing period before them. More- 
over, it has been suggested that their apparent ability 
to control the number and timing of births is consid- 
erably less than for women who delay childbearing 
until later ages (Trusseil and Menken, 1978), 

Conclusion . 

In view of numerous health risks and reduced life 
chances, teenage pregnancy is obviously a problem, 

1 not only to the mother and her infant, bin to society 
as a whole. The provision of services to adolescents 
is' a high priority of several programs of the Health 

■ Services Acini inist rat ion, such as the Family Plan- 
ning, .Maternal and Child Health, Community Health. 
Center, and Migrant Health Center programs. 

In 1978, Congress passed legislation, creating the 
Office of Adolescent Pregnancy Programs to admin- 
ister the adolescent pregnancy prevention and 'care 
program. This program is designed to provide federal 
funds , lor. the establishment or expansion of 
community-based services for teenagers at risk of" 
unintended pregnancy, as well as those who are 
currently pregna^^r have a child, k 
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In 1978, there were 882 deaths per 100,000 popu- 
lation. 1 This represented a slight increase over the 
1977 rate^anti it resulted from the aging of the popu- 
lation. Life expectancy at birth in the UriitetJ States 
reached a record 73,3 years in 1978, an increase of 
J, G. I years since 1977, During the first half of the cen- 
tury, gains in life expectancy were dramatic, attribut- 
able to decreases in infectious and parasitic diseases! 
From 1950 to 1970, 2.7; years were added to the ex r ' 
pectation of life, ThU' pace, of improvement accelerat- 
ed during the 1970\s,! with ,2.4 years being added 
since the beginning o#the decade. Major gains in life 
.expectancy were no rad, especially for people of all 
races other than while who^e life expectancy at birth 
improved by 6.5, years for women and 2.2 years for 
men from 1950 tq 1970, compared with 3.4 years for 
white women and 1.5 years for white men; Since 
1970, an additional 4,3 years were added for women 
and 4.0 years for men of all other races, compared 
with 2.1 years for white women and 2,2 years for 
1 white men. However, a sizable difference — about 5 
years— still exist^wTTfe expectancy at birth between 
white people and a if others. % : ; 

Trends in mortality rates differ among age groups 
(table A; table 8; and figure 1). Age-specific death 
rates for children u-nder 1 5 years af age) have general- 
ly been declining .since 1950, Among young people 
15-24 years of age, death rates decreased nearly 2 
percent per year from 1950 to I960, but then they 
increased at about the' same rate^ during the next 10 
years. lj\ the 1970\s, the trend has been somewhat 
•erratic with a slight increase in recent years, 

Mortality rates for people 25-64 years of age de- 
creased by less than 1 percent per year from 1950 to 



•"Prepared by Joel C. Kjeinrrbn, Ph D., Loi^ A. Finger huty»ndj 
Jacob J, Feldfnan, Ph.D., National Center for Health Statistics. ^ 

^Final data for 1978 were not available at the time this section was- 
written. Wherever possible, provisional data for 1978 were used 
(NCHS, 1979). For detailed comparisons (e.g., by age, race,Ujnd 
HgkK 1977 data wereAiseo* *1 ' ■ • ;•' ■ * 



1970, hjdi the pace accelerated to ^ percent per * 
year. decline during the 1970 i 
* Similarly, changes in mortality- fpr, the elderly were 
small from 1950;, fo 1970; hut the rate of decline ih< . 
creased to an average of' about 2 percent annually '■" 
from 1 970 to lr9>7 Th£ 1 977-78 estimated decreases 
are smaller, especially for people 75 years of.age;and. 
over, . .. ' 

A\-large part of the change in the crude death rate 
fro nV one calendar year to the next results from the 
changing age structure of the population, For an 
analysis of trends over time, it is advantageous to 
look at the age-adjusted dea%fate, a summary statis- 
tic useful for making ajinual comparisons. This rale 

shows what the^ level of mortality would be if Tho 

• *\ • '■> 

. Table A Death rates, according to age: United States, 
} ''- ■/ 1977 arid 1978 
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age=adjusted- ... 


612.3 


605.5 
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Ali ages f 3 cryde,. 


878.1 


882.3 
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- 04 


Under 1 year 


1,485.6 


( 1,417.0 


-4.6 


1-4 years 


88.8 


66,9 


-2.8 


5- 14 "years 


34,6 


34.7 


0.3 


1 5-24 years - t 


117.1 


1 20,3 


" 2.7 . 


25-34 years . 


138,2 


1 36,8 


0,4 


35-44 years 


247.5 


23a 2 


=3.4 


45< 54 years 


820.7 


610.3 


-1,7 


55-84 years 


1,434.9. 


1,414,2 


* -1,4 


65-74 years 


3,055.6 


3,018.1 


-1.2 


75-84 years .......... 


7,181.9 


7,181,0 


-0^3 


85 years and over .. 


14,725.9 


14,679.1 


^0.3 



Estimates. ' ■;, :,! 

5 Age adjusted by the direct method to the total population of the 
United States as enumerated, in 1940, using 1 1 ige groups. - 
^Figures for age not Stat&d included in "all ages,' but not distributed 
among age groups. 

NOTE: For 1978, rates are based on a 10-percent sample Of deaths;- 
for 1977, they are based on final data, t - 

SOURCE: (National Center for Health Statistics, 1973), ,■ 
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Figure 1, Death rates, according to sex and age: United States, 1950-78 



changes occurred in the age composition of the pop- 
ulation from year to yean For the first half of this 
century, the .age-adjusted death rate decreased by 53 
percent from 1 7.8 deaths per 1,000 population in 
1900 to 8,4 deaths in 1950, By 1978, it decreased 



another 27 percent to 6.1 deaths. If the decrease in 
mortality from 1950 to 1978 was measured oftly by 
the crude rate, however, it would be about 8 percent, 
a figure that does not reflect the magnitude of the 
true decline in death rates, 
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From 1950 to 1970, the /age-adjusted mortality 
decreases were much greater for women than men in 
both the white and all other populations. During 
those 20 years, mortality rates for white women 
decreased 22 percent (1.2 percent per year), while 
the rates for white men decreased by only 7 percent 
(less than one-half percent per yOar). Among women 
and men of all other races, the difference' was even 
greater— 30 percent (1.7 percent per year J versus 9 
percent (0.5 percent' per year). Much of these differ- 
ences resulted from heart disease mortality and mor- 
tality from cancer of the digestive system and peri- 
toneum and the genital organs, for which the 
decreases have been greater for women than for 
men; More recently,, decreases in mortality levels 
have accelerated for men and women. From 1970 to 
1978, white mortality rates decreased at an average 
annual rate of 1.9 percent per year for women and 
1.8 percent per year for men. Mortality for all other 
women decreased at 3,1 percent per year; for all 
other men, mortality decreased at 2.4 percent per 
year. ■ 

The relative difference between the age-adjusted 
mortality rate for men and women has been increas- 
ing over time. In 1950, the death rate for males was 
* 1.5 times the female rate; by 1978, the ratio in- 
creased to 1.8, This increase in the sex ratio in mor- 
tality is evident tor both white and black people. 
Among white people, the ratio increased from 1.5 in 
1950 to 1.8 in 1978; for all other people, it increased 
from 1,2 to L7 during the same 28 years. 

Cause of Death 

Heart disease, cancer, stroke, and accidents! have 
been the leading causes of death since 1950, In 1900, 
infectious diseases— particularly pneumonia and 
tuberculosis— were the leading causes of death, ac- 
counting for one-fifth of all deaths in the United 
States. The rapid decline in the death rates for these 
causes has been evident throughout the developed 
world. Social improvements in sanitation, nutrition, 
housing, and education contributed to the decline. 
Likewise, advances in medical care, such as immuni- 
zation and the use of antibiotics, are associated with 
declining mortality. - ^ 

Cardiovascular Diseases 

More recently, however, decreases in death rates 
from some of the major chronic dispases— mainly the 
cardiovascular diseases, including mrart and cerebro- 
vascular diseases— have been evident. 

Heart disease continues to be the leading cause of 
death in the United States and, as such, is the 
predominant influence on total mortality. The age- 
adjusted death rate 4 decreased by 18 percent in the 20 
>%ars from 1950 to 1970, an average of 1 percent per 
year Ituleclined by nearly the same amount in the 



■ first 8 years of this decade at an .average pace of 2,5 
percent per year (table B; and table. 15), During the 
past JO years, heart disease mortality rates declined 
more rapidly in the younger age groups. The decline 
was more than 30 percent tor each age group within 
the 25-44 years of age range, "but about 20 percent 
lor each succeeding age group. ' 

Decreases in age-adjusted heart disease' mortality 
have been much- greater for women than for men, 
especially during the period 1950 to, 1970 (table 15), 
For white women, heart disease mortality dropped 25 
percent, compared with 9 percent for white men. For 
black women and men, the decreases were 28 per- 
.cent and 10 percent, respectively. Through 1977, the 
rates of decline in heart disease mortality for both 
races and sexes became more nearly equal— 18 and 
19 percent for white and black- women and 15 and 14 
percent for white and black men. As a result, the rel- 
ative differences in the death rates for heart disease 
between men and women have been increasing over 
time. In 1950, heart disease mortality for white men 
was 1.7 times that for white women. By 1977, the 
ratio widened to 2,1, Similarly, the sex ratio for the 
black population increased from 1.2 in 1350 to 1.6 in 
1977, *y 

Racial differences in heart disease mortality, espe- 
cially for men at the younger ages, were large (table 
15). For each 5-year age group 25-39 years of age, 
heart disease mortality for black men was more than 
twice as high as. for white men in 1977. For each 5- 
ycar age group 40-64 years of age, the relative differ- 
ence decreased. For people 65 years of age and over, 
mortality was lower lor black men than for white, 
men. Racial differences in heart disease mortality 
were greater for women than for men, especially at 
the younger ages. 

Since ischemic heart disease mortality includes 
about 90 percent of all heart disease mortality, the 
trends were similar. The age-adjusted death rate de«* 
clined by 25 percent during the 10-year period 1 968- 
78, For each 10-year age group 25-74 years of age, 
declines of at least 25 percent were noted. 

Some suggested explanations for the decline in 
heart disease mortality include: 

• Decreased smoking, 

• Improved management of hypertension, 

• Decreased dietary intake oW^at united fats, 

• More widespread physical activity, 

• Improved medical emergency services, 

• More widespread use and increased efficacy of 
coronary care units, 

Unfortunately, no definitive evidence exists to deter- 
mine which of these factors or combination of factors 
actually accounts for the decline (Kleinman, 
Feldman, and Monk, 1979; Stern, 1979), 
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Table B. Age-odjuated death files for selected causes ofdeath; United States, 1 9%8 f 1977, and i©7§ 
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- All causes * . 


743.8 


' 612.3 


605.5 


•2.1 


-1.1 


DS^es^e^ nf heart ■ 


; 268.5 


,2104 


207.3 


-2.7 


-1.5 


l^eh^rriic;' h&af t disease . j 


241 .6 


185.0 


180.8 


-2.9 


-2,3 




1 29.2 


1 %3v3,U 


1 *3iJ. £ 
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0.2 


Mull^niint n#Qplnnfns of rsspirntofy syntflm 


26,7 


34.3 


35.0 


2.8 


2.0 


V5I UUI UVUOVUICI' «J IJVUJ^J 


71.3 


48.2 " 


' 44.4 


^4.3 


-7.9 


Ace idti n is ......... ! 


. 55.0 


43.8- 


- 45.3 


-2.5 


3.4 




28,4 


22.4 


24.0 


-2.6 


7.1 
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Ullld aWw!UO!!t3 ........... 


26.7 


21.4 


21.3 


-2.4 


-0,5 


Influenza snH nhBiimnhia 


26.9 


. 14,2 


15A 


-6.9 


8.5 


y!SU€l€3 III^IIIIU^ .i. 


14,6 


10.4 


10.1 


=3 7 


-2.9 


Cirrhosis of liver - 


139 


1 3.1 


12.4 




"53 


Arteriosclerosis s , 




5.2 


6.1 


A'"7' ' 




Suicide •. .... ..„„■ 


7 10.9 
1 2.8 


. 129 


12.2 


1:9. 


- -5.4 


Bronchitis, emphysema, and asthma - 


7.2 


6.8 


-6.2 


-5,6 


Homicide .1 „,...., „ .... 


8.3 


■ . 9.6 " 


9.9 


i.a 


3:1 


Nephritis and nephrosis * 


3.9 


f " 2.7 


2.5 


. -4.0 


-7.4 


Septicemia \ L.i... 


1.2 . 


2.4 


2.6 -■ 


.' 8,0 


8,3 


All other causes ......... - 


89.8 


80.8. 


80.8 


1.2 


0.0 


1 Estimates. . 
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NOTE - . Far 1978, rates are based oh 1 IQ-percent sample of deaths; for 196S and 1977, they are based on final data. Rates are age=adjusted by 
the direct method to the total population of the United States as enumerated in 1940, using 1 1 a*ge groups, 

SOURCE: (National Center for Health Statistics, 1979). ■ 



The second major component of cardiovascular 
diseases is cerebrovascular disease or stroke, which 
was the third leading cause of death in the United 
States in 1977, From 1950 to 1970, cerebrovascular 
age-atyusted- mortality rates decreased about 25 per- 
cent to 66 deaths per. 100,000 population-, (tabid 14). 
By 1978, the estimated rate had* decreased jvan addi- 
tional 33 percent tp 44 per 100,000 population (table 
B), Reductions were observed for men and women, 
white people and all other races. For every 1 0-year 
age group 25-74 years of age, a more than 40-percent 
decrease occurred in stroke mortality between 1968 
and 1978. Even the two oldest age groups showed 
reductions of 32 and 38 percent, respectively. In re- 
cent years, age-adjusted cerebrovascular death rates 
have continued to decrease at a greater pace than 
have heart disease death rates— 38 perqent versus 23" 
percent since 1968. Possible factors related to the de- 
cline include lowered incidence, improved manage- 
ment and rehabilitation of the stroke victim, and ef- 
fective hypertension therapy (i.e., as hypertension is 
a major risk factor for stroke). 

Cancer 

Malignant neoplasms, tor cancer, is the second 
leading cause of death in the United States. In 1978, 
the age-adjusted mortality rate was 133 deaths per 
100,000 population— 6 percent higher than in 1950 



(table B; and table 14). This overall rise maska, sig- 
nificant differences in cancer mortality not on\f for 
individual/sites, but also for men and women, white-, 
and black people, and the elderly and the young. 
For example, from 1950 to 1970, the age-adjusted 
cancer mortality rate increased at an average annual 
rate of 0,8 percent for white men and 2.3 percent for 
black men* and decreased at an average^annual rate 
of 0.5 percent for white women and 0.3 percent for 
black women, From 1970' to 1977, the situation 
changed somewhat for women, showing annual 
increases of 0.1 percent and 0.7 percent for white 
and black women, respectively. There was also a 
slight decrease in the rate of. increase for men, with 
increases of 0.5 percent and 1 ."6 "percent for white 
and black men, respectively. 

Cancer mortality has been increasing for some 
sites— the respiratory system, breast", colon, ^tgf}: 
creas, and bladder— and has been decreasing for 
others— the stomach, rectum, cervix, 'and uterus. 

From 1968 to 1978, decreases of more than 30 
percent occurred in cancer mortality for the popula- 
tion under 15 years of age. Decreases were about 20 
percent for the population 1 5-44 years of age. The 
decreases came about, in part, through reduced in- 
cidence of breast cancer in younger women, lung 
cancer in ypunger men, and substantial improve- 
ments in treatment fo^ childhood leukemia and 
Hodgkins e disease, For the jO-year age groups 55-84 
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years of age, cancer mortality increased, ranging 
from 6 to 15 percent since 1968, 

Respiratory cancer included about one-quarter of 
all deaths from malignant/neoplasms in. 1978, Age» 
adjusted respiratory cancer! mortality increased by 31 
percent between 1968 and 1978 to 35 deaths per 
100,000 population, while the rates tor all other can- 
cers combined actually declined >y 4 percent {table 

b). \ ; . ; , " • ... ,7 

The age-adjusted mortality rate /or respiratory can- 
cer more than doubled frbm 1950 to 1970, increasing 
at average annual rates of 4 percent each for white 
men -and women and at 7 percent and 5, percept, 
respectively, for blac£ men and women. During the 
following 7 years, mortality increased an additional 3 
percent per year, The annual rates of increase slowed 
substantially for men and increased for women (table • 
18). 

From 1950 to 1970, the sex ratios (i.e., male mor- 
tality to female mortality) in age-adjusted respiratory 
cancer mortality increased for black people; but by 
1977, the ratios had decreased as a result of a faster 
rate of increase in female mortality. Regardless, 
respiratory cancer .mortality for men was significantly 
higher than for women (56 deaths versus .16 deaths 
per 100,000 population in 1977 for white people and 
78 deaths versus 17 deaths for black people). 

The recent slower rates of increase for male mor- 
tality are attributed, in part, to lowered smoking 
rates and to, the growing acceptance of cigarettes with 
lower tar and nicotine levels. Increases in heavy 
smoking for females may account for some of the 
reduction in the sex differences. In fact, the increase 
in smoking amongwomen may result in female lung 
cancer deaths outnumbering breast cancer deaths 
(the current leading cancer site for wonnen) by the 
mid-1 980\s (American Cancer Society, 1978). 

Accidents and Violence f 

Accidents remain the fourth leading cause of 
death in the United States, They are the, leading 
cause of death for the population 1-34 years of age. 
The major component within this category is motor 
vehicle accidents at 50 percent of the total. 
' Motor vehicle accident mortality for the total pop- 
ulation decreased about 1 percent per year between, 
1968 and 1973, The rate dropped 17 percent from 
1973 to 1974, arid remained at this low level for 2 
additional years. These years with lowered rates were 
during the initial establishment of the 55 miles per 
hour speed limit .throughout the country. However, 
the death rate increased by 4 percent from 1976 to 
1977, and by an estimated 7 percent between 19^7 
and 1978 — perhaps indicating relaxed adherence to 
or enforcement of the speed -limit. In 1978, there 
were 53,610 motor vehicle related deaths in the 
United States, more than in any year since 1973, 



After a steady increase from the early 1960's to 
1974, the age-adjusted death rate for homicide 
declined slightly, This decline resulted from a reduc- 
tion in homicide for the all ottier population where 
the rate decreased by 6 perpent per year- between 
1973 and 1977, The rate for the white population; 
during this period, which was about one-eighth that 
of the all other rate for men and one-quarter that for 
women, fluctuated in a haphazard manner, 

The age-adjusted suicide rate has generally been 
increasing during the past decade for all color and 
sex groups. However, the provisional 1978 rate is 5 
percent below the 1977 rate. The suicide rate for 
white people is about twice the rate for all others. 

Race Differentials 

One of the largest and most persistent differences 
in mortality is. that between white and black Ameri- 
cans. To explain these differences, specific age and 
sex groups must be addressed. While United States 
death rates for black people are almost always higher 
than comparable rates for white " people, the 
4 discrepancies vary a great deal depending oiy the 
specific population group. For instance, in 1977, 
black "girls 10-14 years of age experienced a death 
rate about 13 percent higher than the rate for the 
comparable white group. Black women in their fifties 
experienced death rates approximately double those 
for comparable white women, but black women in 
their eighties experienced lower rates than . white 
women of the same ages. 

The greatest differentials were found among men. 
Ratios of 2-1/2 to 1 and higher were seen in the rates 
reported for black men 25-39 years of age when 
compared to white men of comparable ages. Since 
4there was a severe undercount of black men in these 
age groups in the 1970 decennial census, these re- 
ported ratios are somewhat exaggerated, .Neverthe- 
less, the true rates for black meif-are certainly a great 
deal Higher than those for white men. The major 
cause of these discrepancies during the young adult 
years is the homicide tates. For instance, black men 
25-29 years of age _had a homicide rate- more than 
eight times that of whife men in 1977, This accounts 
for about half of the excess black deaths among men 
in that age group. The ratio of black to white death 
rates for cirrhosis of the liver was approximately 5 to 
1, but this cause was too rare to account for a major 
portion of the differential in the total rate, A wide 
variety of causes, ranging from heart disease to can- 
cer, made up the remainder of the difference 
between white and black rates for this age group, 

For the fS- 1 9 years of age group in 1977, white 
ifffen had nearly the same death rate as black men, 
Wiite teenagers, because of their higher socio- 
economic * status, have greater access to auto- 
mobiles than do black teenagers, In 1977, the death 
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rate from motor vehicle accidents for white men 15* 
19 years of age was twice as high as the rate for black 
men in the same age group. On the other hand, the 
black homicide rate was several times that of the 
* white rate. The two differences balanced each other 

For middle-aged m^n, the toll of circulatory 
diseases begins to outweigh accidental deaths/ 
Although homicide still accounted for 25 percent of 
the difference between white and black rates for 
men 35-39 years ,of age, the circula- 
tory diseases were a close second with 20 percent. 
Hypertension was a major contributory factor to mor- 
tality from circulatory diseases, and black people 
have about twice the fate of hypertension as do white 
people. The reasons for this difference are unknown, 

Obviously, lifestyle differences contribute mark- 
edly to the differentials between black and white 
mortality. Various forms of violence contribute to 
the rate" for young adult males. For older age groups, 
chronic diseases account for a vast majority of the 
deaths,, Evan there, lifestyle differences are impor- 
tant; a larger proportion of black people smoke than 
white people, and obesity is far more prevalent 
among black middle-aged women than their white 
counterparts (Office of Health Resources Opportu- 
nity, 1979), Furthermore, black 4 people may be 
exposed to more occupational hazards than white 
people are. 

However, differences in access to high quality 
medical care also probably account for some of the 
mortality differential-Black people receive consider- 
ably fewer preventive services, on the average, than 
do white people (Office of Health Resources. Oppor- 
tunity, 1979), Treatment is delayed until later stages 



of disease more frequently among black people than 
among white people (Gonnella, Louis, and McCord, 
1976), Black people with a diagnosis of cancer*do not 
survive as long as white people, even if the stage at 
diagnosis is taken into account (Office, of Health/ 
Resources Opportunity, 1979), Thus, increased ac« 
• cess to medical care * would probably improve the" 
. death rates for black people somewhat, particularly if 
coupled with a more healthy lifestyle! 

'••v .'-., • r 
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The Recent Decline in Infant Mortality 8 



«* The fchanfces of being born alive and surviving the 
first year of life have been steadily improving. At the 
turn of this century, about 100 of every ,1,000 infants 
born in the United States died before their first 
birthday. By 1950, the number was slashed to 29 of 
every 1,000 infants. ; : ■* 

Progress in the latter half of this century has not 
been quite as dramatic. However, after a period of 
relative stability between 1950 and the mid 1960's, 
infant mortality rates have again begun to decline at 
a fast pace. Between 1965 and 1979, infant mortality 
declined by 47 percent to 13 deaths per 1,000 live 
births. 1 - 

Despite the sizable decline in infant mortality dur- 
ing the past decade, there remain large differences in 
rates among subgroups of the population and among 
• geographic areas in the United States, Furthermore, 
several countries throughout the world have consid- 
erably lower infant mortality rates than those ob- 
served in the United States, 

In this section, a discussion of recent trends in in- 
fant mortality and related rates for the white and 
black populations, geographic variation in these 
rates, and the role of birth weight in determining 
trend! is presented. 

Infant Mortality by Age at Death 

"In 1977, a black newborn was nearly twice as 
likely to die during infancy as a white newborn. 
Higher mortality ■ among black infants has r^een 
observed ever since reliable statistics have been 
available, Furthermore, the gap is not narrowing (fig- 
ure 1). Although both white and black mortality 
have been declining at the rate of 4,5 percent per 
year since 1965, this trend in overall infant mortality 
masks important differences in the trends for two of 



'Prepared by Jaef C Klein man. Ph.D., National Center for Health 
Statistics, and Samuel S. KesseK MD,, Office of ih% Assistant 
Secretary for Health. 

'Only provisional data are available Tor. 1978 and 1979, The 
remainder of this section will use final detailed data that are avail- 
able through 1977. 



its components— neonatal mortality (deaths during 
the first month of life) and postneonatal mortality 
(deaths during the remainder of infancy), A greater 
disparity exists between black and- white rates for 
postneonatal mortality than for neonatal mortality. 
However, the former differential is decreasing while 
the latter is increasing. 

Postneonatal deaths are generally believed to 
be more closely related to environmental and 
socioeconomic factors than are neonatal deaths 
(Pharoah and Morris* J579). Between 1935 and 
1965— a period of rapid "Improvement in economic 
and environmental conditions— the decline in post- 
neonatal mortality accounted for 53 percent of the 
reduction in infant mortality: However, the contribu- 
1 lion of postneonatal mortality to the recent decline in 
infant mortality diminished, accounting for only 26 
percent of the decline in infant mortality between 
1965 and 1977. " . 

For black infants, postneonatal mortality declined 
by 50 percent since 1965, compared with 33 percent 
for white infants. Thus,' the s?-p between black and 
white postneonatal mortality rates decreased from* a 
ratio of 2.81 in 1965 to 2,11 in 1977, For neonatal 
mortality during the samp period, however, there 
was a 46-percent decrease for white infants and /a 
39-percent decrease for black infants, thereby in- 
creasing the black to white mortality ratio from 1.65 
, to 1.85. Reduced neonatal mortality accounted for 80 
percent of the declined white infant mortality, com- 
pared with only 57 percent of the decline in bjack in- 
fant mortality. • 

The chances of being born alive havg jrfjo^ been 
increasing rapidly since the mid-1960's, 4nore so for 
other races than for the white population, Between 
1965 and 1977, the white fetal death rate declined by 
37 percent, compared with 45 percent for all other 
races, Data for the black population only were not 
available, Qnce again, however, other than white in- 
fants were at considerably greater risk in 1977 with a 
rate of 14.6 fetal deaths per 1,000 live births and 
fetal deaths than were white infants with a rate of 
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Figure 1. Infant, neonatal, and postneonatal mortality 
rates, according to race: United States, 1950-77 

Variation by State 

AJ though the decline in infant mortality has been 
observed in all States there are variations in Its mag- 
nitude, Maine and Utah had the lowest white infant 
mortality rates for 1975-77 at 11 3 deaths per 1,000 
live births (table 11), Utah also had one of the 
lowest rates for 1965-67, although Maine's rate at 
that time was higher than the United States rate for 
white infants. Maine's white infant mortality rate de- 
clined by 50 percent from 1965-67 to 1975-77, com- 
pared with a national reduction of 35 percent during 
the same 10-year . period, Vermont and New 
Hampshire also had large declines of 45 percent, 
which made them two of the 10 States with the 
lowest rates for 1975-77. Delaware and Hawaii were 
two of the five States with the lowest rates for both 
time periods. 

West Virginia had the highest .white infant mortal- 
ity rate for both time periods, although it exhibited 
the same decline 'during the 10 -year interval as that 
observed nationally, Wyoming, Montana, New Mex- 
ico, and Oklahoma had the next highest infant mor- f 
tality rates lor 1975-77, and all but Oklahoma were 
among the 10 States with the highest rates for 1965- 
67, Colorado showed a 45-percent decline during the 
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1 0-year period "and this improved its standing from 
the 6th highest Tate for 1905-67 to the 15th lowest 
rate for 1975=77/ No appreciable narrowing of the 
V variation among States occurred during the 10 years, 
.The ratio of the white infant mortality rate for the 
highest State to the rate for the lowest State was_M7 
for 1965-67 and 143 for 1975-^77. T 

As was the case for white infants, mortality among 
black infants declined in every State, Based on only 
the 29 States with more than 5,000 black births for 
both 1965-67 and 1975-77, Massachusetts, Califor- 
nia, Delaware, Wisconsin, and Kentucky had the 
lowest rales for 1975-77. Of these, only California 
and Wisconsin also had low rates for 1965-67. The 
other three States experienced declines of 46-50 per- 
cent during the 10-yAr period, compared with the 
national reduction of 37 percent For 1965-67, the 
rates for Delaware agd Kentucky were higher than 
the national black infant mortality rate, 

Illinois, the District of Columbia, Mississippi, 
Connecticut, and South Carolina had the highest 
black infant mortality rates for 1975-77. Yet" two of 
these— the District of Columbia and Connecticut- 
had among the lowest five rates for^ 1965-67. The 
District of Columbia rate decline^ by only 12 percent 
over the 10 years; Connecticut 1 shate declined by 12 
percent. The remaining threef States with high 
rates— Illinois, Mississippi, atjq South Carolina— 
were also argong the five States with the - highest 
rates for 1965-67. Mississippi's rate was extremely 
high for 1965-67; in fact, it was 14 percent greatej 
than the next highest rate in North Carolina, During 
the 10-year intervaC"lhis rate decreased by 46 per- 
cent indicating significant . improvement, although ' 
Mississippi was rfill one of the five States with the 
highest rates for 1975-77. 

If the extremely high rate in Mississippi for 1965- 
67 is excluded, a slight increase occurred in the vari- 
ation among States during the 10-year period, The 
ratio of the black infant mortality rate for the highest 
State to the rate for the lowest State was 1.41 for 
1965-67 and 1,50 fori 1975-77. The 1965-67 ratio 
jumps to 1,61 if Mississ|ppi is included, however, - 

Variation by Level of Urbanization 

Substantial variation in infant mortality also exists 
by level of urbanization (table A) For 1974-77, 
suburban counties of large metropolitan areas (more 
than 1 million population), jiad the lowest rates— 12.3 
deaths per 1,000 live births for white infants *and 
23,9 per 1 ,000 for black infants. In contrast, the^ 
highest infant mortality rates were observed in non- 
metropolitan counties with small cities not adjacent 
to metropolitan areas— 151 per 1,000 for white in- 
fants and 28,9 per 1,000 for black infants. These pat- 
terns have remained fairly stable since the 1960\s, 
except black infant mortality in the central cities of 



Table A Infant mortality rates, according to level of 
urbanization and rmom United States, 1 974.77 



Laval of 
urbanisation 1 



Total* 



White 



Black 



Number of Seat hs par 
1.000 live births 





1 5,5 


13./ 


25,5 


Within SMSA 


15,2 


13.3 


24.9 


Large SMSA .....,..,.„. 


16,4 ■ 


13.0 


25.1. 


Core counties......^. ........ 


16.4 


13.4 


25,3 


Fringe counties :~. 


13,1 


t 12,3 


23,9 


Medium SMSA ..... 


14,9 


13.3 


24,4 


Other SMSA ................. 


15.4 


13.9 


25.1 


Outside SMSA ...~......„.\....... 


16,2 


14 5 


27.6 


Adjacent to SMSA ........ 


•• 15.8 


14,2 


27.4, 


. Urbanized 


'.. 14.9 


13.8 


26,9 


Less urbanized 


■ 165 


14.5 


28,0 


Thinly populated 


i as 


15.1 


25,8 


Not adjacent to SMSA ... 


16.6 


14.9 


27.9 


Urbanized ........................... 


16.5 


' 14.8 


26.8 


Less urbanized", 


16.9 


15.1 " 


28:9 


Thinly populated 


16T0 


1.4.4 


27,2 



1 See glossary for definitions of categories, 
^Includes all other races not shown separately. 

SOURCE: Najiongl Center fsr Health Statistics: Computed by the 
Division of Analyf is from data compiled by the Division of Vital 8 ta til- 
tics. 



large metropolitan areas has not declined as rapidly 
as in the remaining areas of the country. 

When the rates are examined by geographic divi- 
sion, the disparity increases. White infants in Middle 
Atlantic suburban counties had a mortality rate of* 
1 1,9, compared with 18,0 for those in rural countries 
adjacent to metropolitan areas in the West South 
. Central States. For black .infant' mortality, the varia- 
tion was greater — 16.0 in Pacific suburban CQunties, 
compared wkh 32.4 in no n metropolitan counties with 
small urban populations not adjacent to metropolitan 
areas in the East South Centra! States, This low rate 
for black infants in Pacific suburban counties is espe- 
cially noteworthy since it was only 35 percent higher 
than the rate for white infants in those counties, 
compared with a national differential of 86 percent. 



The Role of Birth Weight 

Survival is not the sole criterion * for assessing 
pregnancy outcomes. Many conditions that may lead 
to an infant's death also carry, potential hazardous 
consequences when the outcome is not. fatal. The 
most significant characteristic associated with a poor 
pregnancy outcome is low birth weight, usually de- 
fined as less than 5 1/2 pounds (2,500 grams). Low. 
birth weight is an important predictor of untoward 
events that may befall the infant in the immediate 
postpartum period and compromise future health. 



For example, low-birth-weight infants face a 40-fold 
greater chance of dying before 1 month of age and. 
are 5 times more likely to die between I month and 
1 year of age when compared to infants of' normal 
birth weight, They are also more likely to have seri- 
ous congenital anomalies or other severe impairment 
(Shapiro et al., 1980), 

In 1977, 235,000 low-birth-weight infants were 
born in the United States; this represented 7.1 per- 
cent of all live births. The incidence of low birth 
weight was more 'than twice as high for blacjc infants 

, as it was for white infants— 12.8 percent and 5.9 per- 
cent, respectively, Nearly all the difference in neona- 
tal mortality between white and black infants can be 
attributed to the differences in birth weight distribu- 
tion, Furthermore, th% higher infant mortality in the 
United States when compared to the Scandinavian 
countries, for example, is attributable to the higher 
incidence of low birth weight in the United States, 
When looking at weight-specific mortally rather than, 
overall infant mortality, Sweden's rates- for each 
weight group were consistently higher than those ob- 
served in six selected States in 1973 (World Health 
Organization, 19^8). 4 

Hemminki and Starfield (1978) recently reviewed 
several studies related to the prevention of low birth 
weight, Among the factors cited as possibly contri- 
buting to low birth weight were: poor nutrition, 
smoking, stress, poor physical condition, and' several 
specific diseases that are not pregriancy-related. They 
also reviewed 37 controlled studies that attempted to 
evaluate the effectiveness of certain interventions to 
prevent low birth weight, Of these, only three 
showed that intervention was beneficial. The authors 
recommended that additional studies be undertaken, 
especially those involving the effect of su&h factors 
as physical exercise before pregnancy, physical* and, 
psychological stress during pregnancy, and. diet; Tffie 
roll/ of cigarette smoking among pregnant womenlin 
increasing the risk of low birth weight is also receiv- 
ing a great deal of attention (Office of the Assistant 
Secretary for Health, 1980), . - 

The incidence of low birth weight declined by /1 4 
percent between 1965 and 1977, while infant mortal^ 
ity declined by 43 percent. The reason for this 
disparity is that significant reductions have occurred 
in birth-weight-specific mortality rates. In particular, 
one of the major factors contributing to the recent 
decline in infant mortality, and especially neonatal 
mortality, is the greatly improved survival for infants 
of low birth ^weight. Before the mid-1960's, little 
change in neonatal molality among infants of low 
birth weight was apparent. Yet comparison of 

, weight-specific mortality rates in selected States (na- 
tional rates are unavailable after 1960) suggests that 
large reductions in neonatal mortality for low-birth- 
weight infants have occurred during the late I960\s 
and 1970*1 (Kleinman et al M 197|; Zdefa, 1978), 



J 1 Much of 1 this improved-outcome for low-birth- 
^weight infants has been* attributed to advances in" 
^neofpslggy and the estabiishment, of regionalized 
. per|Jfatal networks (Hack et al., 1979; Committee on 
Perinatal t^aith, 1977),, While the effectiveness of 
* some recent technological developments in perftata'l 
medicine remains controversial (National Institutes 
of Health, 1979), it is likely that a large part of the 
recent reduction in neonatal mortality has resulted 
, from progress in the management of pregnant 
women at high risk and advances ^n newborn inten- 
sive care, ^ _ V 

The lack of national data on weight-specific mor- 
tality after 1960 makes it difficult to document the 
•contribution of reduced mortality among low-birth- 
weight infants to the overall reduction. However, * 
certain indirect calculations are possible CKleinman 
et al. 4 , 1978: Lee et al„ 1980), By .applyingjthe I960 
weight-specific neonatal mortality rates (National 
Center for? Health Statistics, 1972) to the birth 
weight distribution of live births in 1977*"tt was 
found that: white neonatal mortality .would have 
decreased by 9 percent between i960 and 1977 if 
there had been no change in weight-specific mortality * 
rates. Since/ neonatal mortality actually declined by- 
49 percent during this period, it can be interred that 
18 percent iof the overall reduction in <white neonatal 
mortality resulted .frorp a more favorable birth weight 
distributiqrValid 82 percent resulted from a reduction 
in weight-specific mortality rates. For other than 
white infants (djita for black infants only are unavail- 
able for I960) Jibe 1977 birth weight distribution was , 
similar to the I960 distribution; no change in mortal- 
ity was expected based on I960 weight-specific rates. 
Thus, all of the observed 45- percent reduction in 
neonatal mortality for other than white infants 
resfflted from a reduction in weight-specific mortal- 
. ity. 

By making one more assumption about the size of 
the reduction in weight-specific mortality, the effect 
of improvec^survival among low-birth-weight infants 
can be estimated. Two studies covering seven States' 
reported nearly constant proportional reductions in 
weight-specific mortality for infants weighing more 
than 1,000 grams, but little or no reduction for in- 
fants weighing 1,000 grams Of/less (Kleinman et al,, 
1978, Zdeb, 1978), Assuming that nationally, there 
has been no change fn neonatal mortality among in- 
fants weighing 1,000 grams or less and constant proj 
portional reductions among other infants, then the 
reduction in the white neonatal mortality rate 
between 1960 and 1977 can be partitioned as follows: 
Is percent resulted from a more favorable birth 
weight distribution, 48. percent was attributable to a 
reduction in mortality, among infants weighing 
between 1 ,000 and 2,500 grams, and 34 percent 
resulted from a .reduction in mortality among infants 
weighing more than 2,500 grams. Under the same 



as§Lttnpf]onr neonatal ^mortality ^mong other than 
/white infantl- can" be divided as follows: 61 percent 
resulted from a jeduction in mortal Ff>; among infants, 
weighing be^eennJpOp, and 2,500 grams; and 39* 
percent Avas.aU reduction- in mortality 

amongMnianis weighing more, than 2;SO0 grams (as" 
noted earlier, virtually no change occurred in birth 
weight distribution). More recent reports from indi- 
vidual hospitals, however, suggest that improved sur- 
vival is now evident even among infants weighing 
500 to- 1,000 grams (Hack et uL, 1979). 
. National data on fetal mortality also show substan- 
tial improvement in each birth weight group of more 
than 1,000 grams (table B); Although there have, 
been greater reductions in fetal mortality rates 
among infants of higher birth weight, the reductions 
for birth weights' between 1,000 and 2,500 grams 
ranged from 27 to 46 percent. 

Table 1. Fetal death rates, aeeqrdlng to galor and birth 
- weight: United States, 1965 and 1977 







White 


V*?- AH other 


Birth weight 












1965 


1977 


■ 1965 


1977 




Fetal deaths per 1,0 00 live 


' births 






and fetal deaths 




All weights 1 ... 


13.7 


v 8.7 


,. 26.5 


14,6 * 


500 grams 










or less........... ........ 


574.9 


533,8 


532,0 


502,4 


501-1,000 grams 


347.5 


322,7 


340.9 


298 9 


1,001-1,500 grams.. 


206.5 


151,3 


204,3^ 


132.1 


1,501-2,000 grams .. 


94,3 


67.9 


98,0 ^V, 


50.7 


2,001-2,5^0 grams .. 


29.2 


20,0 


32 2 ' 


1 73 


2,501-^000 grams,. 


7,9 


5.2 


. 9 4 


.. 4.4 — 


3,001-3,500 grams,. 


3,7 


2.2 


. 56 - 


. 25 


3,501-4,000 grams ,. 


3.0 


1 ,6 


6:2. " 


.2.4 - . 


4,001-4,500 grams,. 


4.1 


2,1 


1 1:2 


. - 5,3 : 


4,501 grams - 










or more .................. 


16,8 


6.3 


50,9 


23 6 



'includes birth weight not stated. 

NOTE: Fetal deaths for 1977 include only those with stated or 
presuffied period of gestation of 20 weeks Of more. For 1965, gesta- 
tional age not stated is included - - 

SOURCE: National Center for Health Statistics; Computed by- the 
Division of Analysis froin data compiled by the Division of Vital Statist 
ttcs & 

Improved. survival among low-birth-weight infants 
has led to some concern about the' potential for a 
concomitant increase in serious ■ morbidity among 
survivors, However, studies based on fbllowup of 
infants discharged from individual hospitals indicate 
that serious disabilities have decreased rather 'than 
increased among surviving infants (Mack et al,, 1979; 
Stewart, 1977), A large-scale evaluation' of several 
regionalized perinatal centers is now being conducted 
by the Health Services "Research ^Center at Johns 
Hopkins University in Baltimore, Md. Baseline 
results indicate that, although illness during the first 
year of Jjfe increased with decreasing birth weight, 



the incidence of severe impairment* among survivor| r 
weighing lessHhan 1,500 grams at birth Was 14 pet'; 
cent :(Shapiro et ai, 1980), - V : ' 

Although improvement in survival among low- 
birth-weight infantl has ^ntributed a great deaj to 
reduction in neonatal mortality* a decline in the 
x incidence of low birth weight would result in still 
.3 lower mortality and morbidity. A balanced approach 
' to prevention of low birth weight and improvement 
in survival of low- birth- weight infants is clearly 
required to assure continued improvement in infant 
health, * 

Summary . 

After a decade of relative stability, infant mortality 
rates' in the United States have declined rapidly since 
the mid-1960's. The infant mortality rate is about 
twice as high for black infants as it is for white in- 
fants, and both rates are decreasing at the same pace. 

Substantial variation among States has' been ob- 
served For 1975-7 A the ratio of the rate for the* 
State with the highest infant mortality to the State 
with the lowest was<J.43 for white infants and 1.50 
for black infants, SPurthermore, although several 
States have shifted position, the extent of the varia- 
■ tion has not changed since thj^rnid-1960*s. Variation 
by level of urbanization was noHtearly as large. For 
; both white and black infants, nonmetropolitan coun- 
ties not adjacent to metropolitan areas had mortality 
rates about 20 percent greater than those of subur- 
ban counties of large metropolitan areas. 

The reduction in mortality among low-birth- 
weight infants accounted for a substantial portion of 
the decline in overall neonatal mortality rates 
between 1960 and 1977. Among white infants, a 
small improvement in birth weight distribution has 
ocburred bub this has not been tjie case among black 
H infants. Further progress in reducing the incidence of 
low birth weight would result in reduced infanH mor- 
tality and morbidity. - 
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Hypertension 8 
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Overview > f 

-Hypertension, commonly called high ' Wood pre^ -V 
sure, i$ one of the more prevalent chronic cbnclitions 
in this country for which efTecjive treatment is avail- 
able. Estimates of the number of Americans with 
hypertension range Jxprrh 23 million to as many as 60 
million, depending on the criteria used for defining 
hypertension and the age groups included in the cal- 
culation. Several major epidemiological studies have 
shown that elevated blood pressure is one of the pri- 
mary risk factors contributing to death from car- 
diovascular diseases (Flannel, Wolf, and Dawber, 
1978), Estimates based on the Framingham Heart 
Study (ShurtlefT, 1974) indicate that men 45-54 years 
of age with elevated' blood pressure are twice as like- 
ly as those with normal pressure to ^experience a 
coronary event, 1 

As a result of these studies, clinical trials were ini- 
tiated to determine whether individuals who con-,, 
trolled their hypertension through appropriate mes- 
cal treatment reduced their risk of> death. Several 
years ago, the control of severe hypertension was 
shown to reduce mortality. It was not until 1979, 
howeyer; that a large clinical trial established that, the 
control of mild hypertension also reduces mortality. 

This section discusses these trials, trends in 
hypertension-related mortality and hypertension con- 
trol, and some of the barriers to effective control of. 
hypertension^ = 

Effpcts of Hypertension Control 

In the late I96(rs and early 1970*5, the Veterans' 
Administration Cooperative Study Group (1967 and 
1970) published data demonstrating that antihyper- 
tensive drugs were effective in reducing morbidity 



'Pa' pa red by K.tthleen M. Dane hi k and Joel G. Kleinmun, Ph.D., 
N itioniil Center for Health Statistics. 

'The comparison rrmde is between systolic meusufcnflenU of 170 
millimeters of mercury < elevated blood pressure )^*od .130 milli- 
meters ol "mercury ^normal blood pressure). .- , j 




and mortality resulting from hypertension in 
3 middle-aged men with sustained high blood pressure. 
This randomized, double-blind, placebo-controlled 
trial recorded a significantly lower incidence of mor- 
bid events, such as stroke and congestive heart 
- failure, jn severe hypertensives with baseline dia- 
stolic pressures averaging 1 15 to 129 millimeters of 
mercury and in men with baseline diastolic pressures 
averaging 105 to 114 millimeters of mercury in con- 
trast to the control group. In the treated subgroup 
with mild hypertension (i.e., diastolic blood pres* 
sures averaging 90 to 104 millimeters of mercury), 
the effects of medication could not be determined 
because of the small sample size. 

The National Heart, Lung, and Blood Institute 
(NHLBI) published the results of its five-year Hyper- 
tension Detection and Followup Program (HDFP) of 
10,940 hypertensive patients 30-:69; years of age in 
the Matter part of 1979 (HDFP Cooperative Group, 1 
' 1979). This prog'farn was conducted in 14 American' 7 
cities between 1973 and' 1978, comparing outcome** 
for patients receiving intensive treatment in a highly 
organized clinic setting" (i.e., stepped care) with pa- 
tients referred to Standard community medical serv- 
ices (i.e., referred careX. 

Control of hypertension* was significantly better for 
the stepped care group than for , the referred care 
group, By the end of the fifth year, 65 percent of 
those patients receiving the intensive treatment had 
achieved .theit 'desired goals for blood, pressure; in 
contrast, only 44 percent of the referred care patients 
had reached their goals. Five-year mortality from all 
causes was 17 percent lower for the stepped care 
group when compared to the referred care group (6,4 
deaths versus 7,7 deatns per' 100 people). Further- 
more, ev { en among patients with mild hypertension 
'(i.e., diastolic blood pressures of 90 to 104 millime- 
ters of mercury )\ the stepped care group had signifi- 
cantly lower mortality than the referred care group 
(5,9 deaths versus 7.4 deaths per 100 people), 
* Some variation in the 'effects of treatment was 
noted, however. Essentially no difference was 
apparent in mortality between stepped care" and 
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/referred care for all white wpmen and all people 30- 
49 years of age. Furthermore, the design of the study 
precluded a direct examirtatlpn of whether the: reduc- 
tion in mortality resulted frpln the aht! s Kype"T|&n$ive 
drugs or the more structured ;syster^^ 
the stepped care groups {Sy mm l^r, Plindett, and 
Mc Mi lien, 1980; Ramsa^jl^SOl Nevertheless, this 
Study provides the hesrayailable evidence that even 
raikily elevated blood pressure, can he reduced, and 
that suqfryediiction often leads (o .reduced rnortality. 



Hypertension-Related Mortality 

Geath rates for ischemic hearti disease and stroke 
(the major components of cardiovascular diseases) 
increase sharply with age. Furthermore, females gen- 
erally have lower rates than males! although the dif- 
ferential varies by cause, race, and age. In 1977, 
white men were from two to three Wmes more likely 
to die from cardiovascular diseases! than were white 
women (table A). Among black people, death rates 
for cardiovascular diseases were' from 40 percent to 
90 percent higher for men. Ischemic heart disease 
death rates shqwetl a much greater differential 
between rnen and . women* The male-to-female ratios 
ranged from 2.33 to* 5 39 for white people and from 
1.52 to 2.42 for black people, TKe^wras decreased 
with age' for both races, Male-tp-femaie mortality 



* ratios wf re^c^iideraBi^jower for strokes ranging 

' from 0.96 to M4 fbf' white; people. arta^Ui?; to 1,34 
for black peoplfr - •'vii'^'^ 

ki part because they have higher blood pressure 
levels, black people experienced substantially higher 

h cardiovascular rnortality than white people for all age 
groups 35-74 years in 1977 (table A), The black-to- 
white ratio was particularly high for younger people, 
for women, and for stroke. 

Although cardiovascular diseases were among the 
leading causes of death in 1977, substantial declines 
in these d^Uh rates since 1968 have occurred (table 
B). The reductions immortality were evident for all 
age, race, and sex^ groups. However, black women 
experienced the greatest declines for all cardiovascu- 
lar diseases and its two major components— ischemic 
heart disease and stroke. Black men experienced rel- 
atively large reductions in stroke mortality. The mag*- . 
nitude of j these reductions can , best bfe - apprecia- 
ted Booting that the pe ree n t dec reuses, o bse r ved in 

, /the first 7 years "'of- the I970*s were generally as great 
as those. l ohserved in the 20 years from 1950 to 1970! 



Hypertension Control 

Hypertension awareness, detection, and control 
have greatly increased in recent years, possibly eon-| 
tributing to the* mortality decline, These increases * 



Table A. Death rates for selected causes of death according to age* race, and sex: United States, 1977 



^Cause of death and so© 



Tot?! 1 



White 
male, 



White 
female 



Black 
male 



Black 
female 



Major cardiovascular defeases 
* 35=^4 years 2 ., 



36-44 years 

45-54 years 

55-64 years 

85-74 years ... 

' Ischemic heart disease 

35-74 years 2 



•35-44 yeafs « 

45-54 years ..............•..„.,..„...„.,,.. 

55-64 years .,..,.„„.„„ 

65-74 years U t 

Cerebrovascular disease 

35-74 years 2 .> ,.? ,L 

35-44 years 

48-54 years ' 

55-64 years 

65-74 years ............. 



Deaths per 100,000 population 



" 5C 


32.1 

L"_- - 


705.4 


290; 7 


919.6 


k 580.8 

t 


62.3 


80.7 


■ 27,4 


181.0 


97.1 


2C 


iO.S 

ils.r 


331.5 


100,3 


536.2 


3037 


, si 


v 907,2 


331.7 . 


1,281.3 


758,9 


1 S S£ 


)6.3 


2,223.6 


1 .054.7 


2,425.2 * 


1,704.1 


35 


6.2 ' 


538.6* \ 


/ 187.8 


. v 581.1 - 


,^•333.7* 



> 38.4 
16)8,3 
466.5 

1,116.4 



73.3 



59,8 
266.9 
715,1, 
1,642,8 



76,6 



11.1 
56.5 
216.9 
704.8 



55,< 



100.0 
544,9 
834.0 
1^512.4 



175.4 



; 41,4 
165.0 
455.2 
9&24 



138.7 



10.3 

,' 28,7 
795 
259.9 



' 7.8 
24.7 
80.3 
290,8 



8,1 
21.7 
58.2 
201.6 



34.8 
89^4 
2230 
515.8 



71 X 
167.3 
423,9 



■ Includes ill other races not shewn separately. . ' 

2 AQe adjusted by the direct. method to the 1970 resident population of the United States using 4 age groups. 1 
SOURCE: Division of Vital Statistics, National Center for Health Statistics: Selected data. < : * 
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Table B Pereent reduction in death rates for selected causes of death, according to age, race, and sex. 

• ■ . United States, 1968-77 - 

4 = — --— — — — = : 


Cause of d&a(h and age 




fola/ 1 


White 
male 


. female 

' . < . r • ■ 


S/ac/( 
ma/e 




il/acfc 
female 


fylajor cardiovascular diseases 
35-74 years 2 „..:,.,,.,« 






23.5. . 


Percent reduction 3 

v.- ' ' , : 27,3 ; , 


£.r ,i 




• 34 5 


35-44 years 

45-54 years ...t.. 

55-64 years - 

65-74 years ...... 


[ 1 . ' r 


32.3 

2b!q-V ,a - • 

24,6 
26,1 


30.3 *V ; 
23.8 

23,9 C * /: 
22.7 -*-v. 


31.3 
• 25.6 
' . 23.4 
29.1 .- 


34r4 
2fe.6 
24,9 
27.9 




. 47,2 
35.3 
34.1 
32.8 


Ischemic heart disease 

•'. • / = ' «■'" . v r' *« 

35- 1 4 years 2 A .j* * - 




252 


23.6 


27.3 

: •• ; " 








35-44 years ......... vv ..... . 

45-54 years 

55-64 years ........ ........ .^v--.- 

65-74 years ■ ^ 




32,3 
23.7 . 
24.4 
25 7 


317 

23.7 

24,3* ■.. 
22.5 : - 


- :■■ . V 

•■„■, 31.9 
. 22.4 
. 23 5 
29.4 " 


31,1 

' • . 22 2 

. 21, r*" 

24,5 




45.1 
3u,6 
30.5 
30.3 


Cerebrovascular disease 
35-74 years 2 •- 




■ 360 : : 


"p3n,9 


34. 1 






44.5 


. \ 

35-44 years ..: ................. 

45-54 years ..."*..,... » ;^v. 

55^64r years 

65-74 years V. ' " 




37.6 
"357 
34.7 
36,5 


35.0 
35.2 
346 
282 


319 

32.6 
28.9 4 
36.,4 


400 
40.4 
40,8 
40.4 




5.2.8 
45,1 
*45,4 
- 42,6 


includes all other races not shown separately. 

^Percent reduction between age-adjusted death rates for 1968 and 1977. ■ 
SOURCE: Divis.on of V-tal Statfstics, National Center for Health Statistics: Selected data. 



^ean' partly be attributed to the National High Blood' 
' Pressure Ed^cat^n Program, in .which government 
"agencies, private industry * and- voluntary health asso- 
ciations participated in the early 1970\s t Through this 
program: the American purpljc and the health profes- 
sions were alerted to the dangers of hypertension and 
educated about the .relatively simple methods^of 
detection, the most effective medication and treat- 
ment regimens, and the importance of continuing 
care, 4 

y The only national data available to assess trends in 
control of hypertension dre based on the National 
.l^ittt^amination Survey of 1 960-62 and the ,^a- 
* Uorjai-TIealih ^ndiNutrition .Examination purvey of , 
1971-74, These cla ta a re ;; l i mi ted , however,, in several 
ways (National Center; Tor Health Statislicsr 1977). , 
First, the interview questions were, not exactly the 
same between the two surveys, although it is possi- 
ble to obtain nearly the same information. Also, the 
physicians taking the blood pressures differed. In ad- 
dition, the comparison is based on results of a single 
blood, pressure measurement— the" fifsY one, if multi- 
ple measurements were available.. Since blood pres- 
sure 'measurements are quite variable, it is. possible 
' thW^orne of those With elevated blood pressure were 
' /not actually hypertensive^ tend to dimin- 

-istt the rchances of 'tlndihg an increase in control. of 



hypertension! Furthermore, since the latest, available 
data are for 1971-74, the impact of the hiih/blood 
pressure education program, which was only begin- 
ning in the early 1970% is not fully reflected by 
changes in hypertension control between these two 
time periods. "• '< • 4 

Nevertheless, table C * does show fawrable 
5 .changes in treatment, awareness, and control of Hy- 
pertension for people 35-74 years of age, especially 
for ; black men. The prevalence of, hypertension 
among white and black men increased bettf^n 
1960-62 and 1971-74, a finding which is consistent- 
with increasing survival among hypertensives. How- 
ever, the prevalence among women increased .only 
"slightly. 

The' proportion ' of hypertensives who were 
unaware of their condition declined for each race and 
sex group^but it was most pronounced amohg black 
men. The proportion Of hypertensives taking medica- 
tion increased substantially in each group with the 
greatest increase again observed among black men. 
Finally, increases occurred in each group in the pro- 
portion of hypertensives whose blood pressure w^s 
under control (below a systolic, measurement of 160 
millimeters of mercury over a diastolic measurement 
of 95 millimeters of mercury). The differential in 
treatment and control pf hypertension between black;, 
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Race and sex 



All people J 
35-37 years 5 ; 

1 ■ ■■ ■■ ■* " 

White male; 
White female. 
Hack mate ...,„..;....„.„ 
Black ferial© .......i. ...... 



Hypertensive 1 

-'; ■ — I — 



Unaware 3 



On medication 



Controlled 3 



;W7U74 •« I 960 62 ?flf<H2 *\.:1971-Z4 



1960*62 



1971-74 



Percent of population 4 
' 288 



Percent of hypertensives 4 

39,0, fc . 



25.3 
28,0 
42,0 

S2,i 





51.1 


44.1 ■ 


28,1 


30,3 


SJ,4 


66,2 




291 


46.6 


41.1 


33,1 


* 49 8 


60,6 


44.6 »' 


■"■ 195 . 


54.4 


34,7 


32.4 


4ij .v; 



10.5 



16,5 



42.1, a 
46. 1 



7,2 
..14.2' 
3.2 
12.9 



12.1 
19.0 
15.5 
15,0 



^Reported never having high blood pressure - "i -'- V" ',W 

includes ail other races not shown ae^aretely , .antf ; Nulrl|ipn ^minat.pn Survey population, - - / : 



and white people was small in ail cases. However 
awareness; treatment, and control were generally 
higher among women tin men. 

Although the results -based on these national sun 
veys are limited, several studies have shown substan- ' 
tial improvement in awareness, treatment, and con^ 
of hypertension in specific localities where 
3 educational efforts fiave,been intensive: 

In a stud y °f a population screening program 
Connecticut, ETAtri et al. (1 980) reported a 
steady increase between 1974 and f976 in the 
proportion of hypertensives under control, / *• 

• Berkson et al. (1986)%und substantial inv 
; proyement in hypertension .control in Chicago 

between 1972 and 1977, ; 

• Two household surveys of black people in 
West Baltimore showed a substantial increase 

* m control of hypertension between 1971 and * 
^;:W73 (Apostolides et al,, 1978), 

Barriers to Effective Hypertension 
Control 

• The value of antihypertensive drug therapy has 
been well-documented, However, the control pf hy- 
pertension is complicate by a number of factors. 
The knowledge the hypertensive patient has rtgard- 

,ing the characteristics and medical consequences of 
high blood pressure could mean the difference * 
between controlled or uncontrolled hypertension. For 
example, although high blood pressure is not usually 
accompanied by symptoms (Weissi 1,972), some peo- 
.p!e have the' misconception that it. is. More than 
one-half the hypertensive .population surveyed in 
1974 claimed that they could teli' when their blood 



38 
O 

ERIC 



pressure was high (National Center for .Health Statis- 
tics, 1978);, While this misconception now appears to 
, be less prevalent, in 1979, one third of the hyperten- 
sive population still believed, thtit hypertension- was 
accompanied by symptoms (Urban > Behavioral 
Research Associates, lnc , 1980) , • . x C. . 

Another problem iegarcling conii'ol is noncompli- 
ance with doctor's orders regarding mediation. The 
1974 National Health Interview Survey found that 
about three-quarters of the people who reported they 
currently had . high blood pressure hadr been 
... prescribed antihypertensive medication at least once. 
- Among all those for/ whom medication was 
prescribed, one-quarter fyzd stopped taking it. Of the 
people who had stopped, about half were advised by 
« a doctor to do so (National Center, for Health Stays- 
. tics, 1978). By 1979, no appreciable change in, the 
proportion who stopped taking medication was evi- 
denj, although a smaller proportion* of thogjf who" 
stopped attributed their actions to a doctor',*; advicp 
(Urban Behavioral. Research Associates, Inc.,tl98o4v ■ 

Excess sodium, 'from either hfeh intake -of prob- 
lems In excretion, tends , to increase the blood 
pressure lever; of a hypertensive person, while the 
restriction of salt intake tends to decrease the blood 
pressure (Freis, 1976). Unfortunately, only about 
one-half of the. hypertensive population reported . 
haying received. acrvice from a health.care proVider to 
use less, table salt. Among hypertensives told to use 
less Salt, more than thtc-e fourths reported using less. 
In contrast, only about l' in 4 hypertensive persons * 
not advised to use less salt had restricted its use (Na- 
tional Center for Health Statistics, 1978), Although 
more hypertensives (nearly .70 percent) reported 'be- 
ing told to rediice salt intake in 1979, i here appears' 
to have .been a, .slight increase in' actual 'use of salt . 
(Urban Behavioral Research Associates, Inc., 1979), 



Although smoking has not been shown to raise 
blood pressure levels, the risk of a cardiovascular 
death is much greater for a hypertensive person who 
smqkes than for a hypertensive person who does not 
smoke (Levy, 1978), Data from the National Health 
Interview Survey show that proportionately fewer hy- 
pertensive people smoke than nonhypertensive peo- 
ple (3 in 10 hypertensives, compared with 4 in 10 
nonhypertensives). However, only 1 in 3 hyperten- 
sive smokers had been advised by a doctor to stop 
smoking, compared with I in 5 nonhypertensive 
smokers (National Center for Health Statistics* 
1978), Although 1979 data indicate a greater propor- 
tion of hypertensives have been advised to stop 
smoking and have actually stopped, the proportion 
who smoke more than one pack of cigarettes per day 
has increased (Urban Behavioral Research Associ- 
ates, Inc., 1980), The connection between smoking, 
hypertension, and death has either not been ade- 
quately communicated to people with hypertension, 
or some people, aware of the greater risks of dying 
among hypertensives who smoke, still choose not to 
stop smoking. 

Summary 

Hypertension, which affects some 60 million 
Americans, is one of the chief factors related ao 
ischemic heart disease (the Nation's number one 
killer) and stroke (the third ranked killer). The 
steady decline in cardiovascular disease mortality that 
began in the 1950's has accelerated during the past 
decade, and public awareness of hypertension and its 
detection, treatment, and control has also improved. 

Great strides have been made toward controlling 
hypertension, particularly during the last 10 years. 
The results of carefully planned clinical trials provide 
convincing evidence that hypertension can be con- 
trolled and that control leads to reduced mortality. 
The widespread application of the results, of these 
trials should result in still better control of hyper- 
tension and further reduction, in cardiovascular 
mortality. 
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Use of Ambulatory Care by the Poor and Nonpoor 



Overview 

The Medicare and Medicaid programs were estab- 
lished in 1965 to improve access, to medical care 
amdhg the aged and the poor. This section examines* 
the changes that have taken place since 1964 in the 
use of certain ambulatory medical and dental services 
by the poor and nonpoor. 

■ Data from the National Health Interview Survey 
(NHIS) of 1964, 1973, and 1978, from Cycle II and 
Cycle III of the National Health Examination Survey 
(NHES), and from the National Health and Nutri- 
tion Examination Survey (NHANES) are used In this 
analysis, Determination of poor or nonpoor status, is 
based on total family income, including the income 
of ail related household members. NHIS collects in- 
come data in rather broad income categories that 
make U difficult to precisely adjust the data for 
changes over time in the value of the dollar or the 
rise in family income levels. Following Wilson and 
White (1977), the poor are defined as those people 
whose family income was in the lowest 20 percent of 
the population. Respondents with income not stated 
(about '5 percent in 1964 and 10 percent in 1978) 
were omitted. For 1964, persons with family incomes 
of under S3, 000 are designated as poor (19.1 percent'' 
of the population). For- 1973, the cutoff is at $6,000 
(21.7 percent of the population), and for 1978, the 
cutoff is at 57,000 (20,5 percent of the population). 
Note thai this method of classifying the population 

1 differs from the official poverty designation. The offi- 
cial definition uses different income cutoffs depend- 
ing upon family size and composition, sex and age of 

= the family head, and farm or nonfarm residence. Ac- 
cording to the official definition, 1 1 percent of the 
1978 population "had incomes below the poverty 
level, whereas in this report, 20 percent of the 1978^ 
population are classified m poor. Another important 
difference between the two methods is the variation 
in poverty rate by age, For example, in 1 978, 14 per- 
cent of people 65 years of age and over had incomes 

a Prcparcd hy Jun nilur -Marian*. Ph.D.. and Joel C Kloinman, 
Ph.D.. Naunmii ("on lor lor Hcallh Ssaiisiks. 
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below the official poverty level, while in this report, 
about half the elderly population are classified as 
poor. 

The poor or nonpoor status of NHES Cycles II 
and III and NHANES respondents was determined in 
a manner similar to that used for the NHIS* data. 
For NHES Cycle II, the income* distribution for 1964 
(the midpoint Of the data collection interval) was 
used to determine poor or nonpoor status. Twenty 
percent of the population had incomes of $3,000 or 
less. For NHES Cycle III, the population in 1968 was 
. used, and 19 percent of the population had incomes 
of $4,000 or less. Twenty percent of the population 
for 1972-73 had incomes of $5,000 or less, and this 
cutoff was used for the NHANES population. . 

In this section, health care utilization by the poor 
and nonpoor is compared over time to, determine 
whether any change has occurred in the extent to 
which income affects utilization. However, such 
comparisons reflect not only the effects of income on 
health and access to medical care, but also the 
income-depressing effects of illness. Adults with 
chronic conditions tend to have a greater number of 
disability or sick days and, as a result, they often lose 
income. These individuals also have relatively large 
numbers of physician visits. This income-depressing 
effect of illness is particularly evident among people 
45-64 years of age. An attempt has' been made to ad- 
just for the income-depressing effect of health so that 
the relationship between income and utilization can 
be interpreted as reflecting the potential effect of in- 
come on access to care. However, it has not been 
possible to entirely eliminate the -effect of health on 
income, - 

Physician 'Visits 

Since, 1964, a marked reduction has occurred in 
the percent of the population having no physician 
visits in the 2 years preceding interview (table A), 
This decline has occurred in all age and color groups, 
but the greatest decline was evident among the poor, 
particularly people under 17 years of age in the all 

43 



Table A, Persons with no physician visits during past 2 years, according to age, color, and economic status: 

* United States, 1964, 1973, and 1978 



Age and year 



Alhages 1 



1964,, 
1973,; 
197S„ 



Under 17 years 



1964.. 
1973;= 
1978. 



17-44 years 



1964......... 

1973 

1978/ 

45-§4 years 

1964...,,,....,..,...,.. 

1973.,....: .... 

1978............ 

85 years and over 

1964.................... 

-1973.. . H 

1978 



Total 



Poor 



28,2 

H7.1 
14.3 



33.2 f * 

18,7 

12,9 



24.2. 
13,4 
1 3.4' 



29/2 
20,6 
17.9 



24,0 
18.0 
14,4 



A/on- 
poor 



17,9 
13.5 
12,9 



16,1 
119 
10.0 



18.1 
12.8 
14,1 



21,7 
16.9 
15.5 



18.7 
14,5 
12.8 



White 



Poor 



Non- 
poof 



Percent of popula Hon 



26,1 
16,5 
14.5 



28.9 
16,8 
12.6 



23,2 
13.1 
13,7 



28,0 
21,4 
19.0 



23.8 
17.7 
14,3 



17,3 
13,3 
12,9 



14.1 
1 V4 

9.8 



17.7 
12.7 
14,1 



21,3 
16.9 . 
15.8 



18.3 
14.5 

12,8 



AH other 



Poor 



32,1 
17:9 
-13.4 



39.4 
21,8 
13.3 



26.6 
14.5 
12.5 



33,1 

17,0- 

14.1 



25,8 
19,7 
15.2 



Age adjusted by the direct method tq the 1970 civilian noninstitutienatlzad population, using 4 age intervals, *■ ' 

NOTE: Definition of poor and nonpoor are based on family income for each year as follows: 

• r Year Poof Nonpoor 

1 1984 less than $3,000 $3,000 or more 

■ ,' * . 1973 less thffn $6,000 ■ $6,000 or more 

.,, 1978 less than $7,000 $7,000 or more 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health Interview Survey, 



Non- 
poor 



25,1 
•15.4 
12 6 



24.6 
16,9 
11.8 



22.9 
13.5 
13.4 



29,0 
16,9 
12.3 



26.3 
14,1 
12.8 



other color group. As a result, the differentia! 
between the poor and nonpoor has narrowed, 
although the .proportion with no physician visits 
remains smaller among the nonpoor than among the 
poor in most age and color groups. 

A second measure of utilization is the average 
number of physician visits per person per year. This 
measure is probably more sensitive to morbidity 
levels than is the proportion of the population with 
no physician visits in the 2 years preceding interview. 
Higher frequencies of disease *as well as more severe 
maladies require more frequent visits, whereas 
whether or not any visit' took place is more sensitive 
to the use of services for preventive purposes, 
. In 1964, the nonpoor had more visits per person 
per year than the poor in all age and color groups, 
except for people 45-64 years of age (table B), By 
1973, the number of visits for the poor generally 



exceeded that for the nonpoor, except among the 
elderly. For white people 65 years of age and over, 
the poor had fewer visits than the nonpoor in 1973, 
but the gap between the two had narrowed. For all 
other elderly, however, the gap between the poor 
and nonpoor did not harrow until 1978, Although 
the differential between poor and nonpoor children 
was virtually eliminated by 1973, children of races 
other than white continued to have fewer visits than 
their white counterparts through 1978. t 
- These variations in utilization do not take into 
account the level of morbidity in each subpopulation. 
The greater number of visits for the poor may reflect 
higher levels of illness. To adjust for this possibility, 
the percent of the population with limitation of 
activity from chronic illness is used as a crude meas- 
ure of morbidity. It : must be stressed that adjusting 
utilization rates by this measure in no, way provides a 
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Table B, Physician visits per persor 

United 3 



per year, according to age, color, and economic status; 
ites, 1984, 1973, and 1978 



Total 



White 



AH other 



Age year 



All ages 1 

1964 

1 973.. ........ ............. 

1978. 

Under 17 years 

1964 , 

t973 

1978...,...,....,.. 



1 7-44 years 



1964................... 

1973........ 

1978. ................ ... 

45-84 years 

1964.........:............,.. 

1973 ....... 

1978,..............:......... 

©5 years and over 



1964.. 
1973.. 
1978,. 



Poor , 



3.9 
S3 
5.6 



2=3 
3.8 
4.0 



4.1 
5,7 
5.8 



5.1 
8.3 
7.5 



6.0 
6,5 
©2 



Non- 
poor 



4,8 

5.0, 
4.7 



4,0 
4.3 
42 



4.7 

5,0 
4.4 



5,1 
5.4 
5.0 



7.3 

6,9 
8.8 



Poor 



A/om 
poor 



Number of visits 



4.2 
5.4 
5,7 



2.8 
4.2 
4,3 



4.5 

5.6 
5,7 



5.2 
6,1 
7.6 



6.2 
6.4 
6.2 



4,9 
5.1 
4 



4.1 
,4.4 
4.3 



4.8 
5.0 
4,4 



,5.1 
5.4 
5.0 



7,3 

6.B- 
6.8 



Poor 



3.3 
5,3 
5.6 



1.9 
3.2 
3 5 



3.3 
5.8 
6.1 



4.9 
7.1 
7.3 



4.9 

7.0 
6,8 



^ge adjusted by the direct method to the 1970 civilian nsninstttutionafized popuittion, using 4 agt intervals. 
NOTE: Definition of poor and nonpoor are based on family income for each year as follows: * 

year Poor Nonfioor 

1984 less than $3,000 $3^000 or more 
1973 j less than 16,000 $8,000 or more 
1978 less than pT.QQQ $7*000 or more 
SOURCE: Division of Health Interview Statistics. National Center for Heilth Statistics: Data from the National Health Interview purvey. 



Non- 
poor 



3.9 
4,8 
4,5 



2,4 
2.9 
3.3 



42 

4.8 
4.8 



4.6 
5.3 
4.8 



8.5 
8.6 
7,0 



total adjustment of utilization rates for the level of 
morbidity. The adjustment does not take into ac- 
count morbidity from acute conditions, the severity 
of morbidity, nor the incidence of symptoms requir- 
ing medical attention. It is used to illustrate the 
potential effects which could result from a more 
appropriate adjustment if one were available. 

The method of adjustment used was to compare 
the observed number of physician visits for a particu- 
lar subgroup with its "expected" number. The ratio 
of observed-to-expected number of physician visits 
was used as a morbidity-adjusted utilization index for 
each age, color, and income subgroup. Finally, the 
poor and nonpoor differential is expressed as the 1 , 
ratio of the poor- to- nonpoor index for each age or 
color subgroup. The expected number is computed 
by applying ^he number of physician visits observed 
in 1974 for all people by age and limitation of activ- * 



ity status (National Center for Health Statistics, 
1976) 'to the proportion of, the subgroup with limita- 
tion of activity. For example, 54,2 percent of poor 
white people 65 years of age and over reported ac- 
tivity limitation in 1964; 45.8 percent reported no 
limitation. The 1974 NHIS found that people with 
limitation of activity in this age group reported an 
average of 9.3 visits and those without limitation of 
activity reported an average of 4,6 visits, Thus, the 
expected number of physician visits for poor white 
people 65 years of;age and over for 1964 was 7,15 
(.542 x 6,2, .458* x 4,6 = 7,15). The observed 
number of visits for this group in 1974 was 6.2, 
resulting in an observed- to-expected ratio of 0,87, 
Following the same procedure for nonpoor white 
people 65 years of age and over in 1964, an 
observed- to-expected ratio of 1.10 was calculated. 
The adjusted poor-to-nonpoor ratio for white people 
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Table C Poof-to-n©npoor physician visit ratios, according to age and colon United States, 1964, 1973, and 1978 

Total 1 



White 



All other 



Age and year 



AN ages- 

1964.........;..........-..... 

1973 .... 

1978 

Under 17 years 

1964. ... 

1973 

1978 . . b . 

1 7-44 years 

1964 

1973....,;...' 

1978. ..... .. 

45-64 years 

1964. 

1973 

1978. 

65 years and over 

1964 

,1973 

1978. 



Unadjusted 
ratio 



0.81 
1.06 
1.19 



0:58 
0,88 
0:95 



0,87 
1.14 
132 



1.00 
1.17 

1.50 



082 
0.94 
0.91 



Adjusted 
ratio 



0.86 
1.03 
1.1 1 



0.57 
0.88 
0.93 



0.80 
1,06 
1.21 



080 
0,90 
1.16 



0.75 
0,87 
0.85 



Unadjusted 
* ratio 



0,86 
1.06 
1,21 



0.63 
"0.95 
1.00 



&94 
1,16 
1.30 



1.02 
1.13 
1.52 

0.85 
0.94 
0.91 



Adjusted 
ratio 



Unadjusted 
ratio 



0.91 
1 JOf 
1.16 



0,62 
094 

0.98 



0.86 
1.08 
1.19 



0,81 
0.87 
1.18 



0.79 
0.87 
0.85 



0.86 
115 
1.24 



0,79 
1,10 

1.06 



0.79 
1.17 
1.27 



1.07 
1,34 
1.52 



0,75 
0,81 
0.97 



Unadjusted and adjusted for chronic illniia. 
■-Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. 

NOTE; Definition of poor and nonpoor are based on family income for each year as follows: 

Vear Poor Nonpoof 

1964 
1973 

< 1978 



Poor 

less than $3,000 
less than 16,000 
less than $7,000 



$3,000 or more 
$6,000 of more 
$7,000 or more 



Adjusted 
ratio 



0,78 
1,04 
1.09 



0.80 
1,08 
1.04 



0.71 
1,05 
1.13 



0,84 
* 1,01 
1.18 



0,69 
0,76 
0,88 



SOURfcE; Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health interview Survey, 



65 years of age and over in 1964 would be .87- to* 
I.JO or .79 as shown in table C. Adjusted ratios of 
less than ,! indicate that the poor in that age and 
color group have fewer visits than the nonpoor after 
adjusting for the proportion with limitation of activ- 
ity. Unadjusted poor- to- nonpoor ratios were calcu- 
lated directing from the visit rates reported in table 
B. Differences between the unadjusted and adjusted 
ratios reflect the adjustment lor the differences in the 
proportion with limitation of activity in the two 
income groups. 

In almost all cases^ the adjusted ratios are fess 
than the unadjusted ratios, indicating the greater 
level of morbidity A\ m o n g the poor. In 1978, the 
reduction was especially large in the group 45-64 
years of age wfiere, lor both white and all other peo- 
ple, the poot had 52^percent more visits than the 
nonpoor but, after adjusting, for limitation of activity, 
the poor had 18 percent more visits, If a more dp-, 
propria te measure were available, it is possible that 



the poor would have fewer visits than the non- 
poor for the same level "of morbidity. Both 
adjusted and unadjusted poor- to- nonpoor physician 
visits ratios increased from 1964 to 1978, thus indi- 
cating that the poor have increased their use of med- 
ical services relative to the nonpoor. 



Dental Care 



The trend toward equal use of ambulatory medical 
services for the poor and the nonpoor is not evident 
.in the use of dental services (table D). The propor- 
tion of the poor with no dental visits during the 2 
years preceding interview decreased from 62 percent 
in 1964 toiibout 49 percent in 1978 compared with a 
decrease from 41* to 33 percent among the nonpoor 
during the same period. While the differential 
between 'the poor and nonpoor decreased slightly* 
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Table □< Persons with no dental visits during past 2 years, according to age, color, and economic status: 

United States, 1964, 1073, and 1978 



Total 



White 



All other 



Age and year , 



Poor 



'■ Ail ages 1 ^ 

1964.. 

1973 , 

1978,,...,,......,......,... 

Under 17 years 

1964 .. . . 

1973.......,;,.,........,.., 

1978... 



17-44 years 



1964.. . 

1973...... 

1978...... 

45-64 years 

1964......: 

1973..... .... . .. .. . . 

1978. 

65 years and over 

1964...,..,: 

1973....,.,.....:,........ 

1978 



625 
53,2 
49.4 



73 2 
58.3 
51,6 



46,3 
38,9 
36.3 



66.7 
61.5 
59,7 



78.5 
72.8 
69,4 



Non- 
poor 



40.9 
35.9 
■33 3 



44.7 
37.2 
35.2 



30,1 
28.1 
26.6 



43.6 
383 
34.3 



63.5 
55.9 ' 
50.6'. 



Poor 



Non- 
poor 



Poor 



Non- 
poor 



Percent of population 



57.7 
51.0 
47.3 



66.6 
'55.8 
49.9 



40.2 
35,9 
33.0 



65,0 
60.5 
58,9 



78,0 
72.0 
68.1 



39.3 
34.4 
32.2 



425 
35 2 
33.7 



28.5 
26.8 
25.4 



42.6 
37,4 
33.5 



62.9 
54,7 
49.8 



^g© adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. 
NOTf : Definition of poor and nonpoor are based on family income for each year as follows: 

Y&ar Poor NOQpoor 

f 1964 less than S 3.000 S3.000 or more 



72.8 
59.4 
55,1 



82.9 

62.2 
54,3 



81.3 
48.5 
45,8 



72.6 
65.1. 
62.3 



83.0 
79,2 
78,1 



=59.2 
51,2 
44.4 



66.3 
55.6 
47.3 



48.1 
40.6 
37.1 



59.7 
51.1 

'43,8 



78,6 
78,8 
64,2 



1973 
1978 



less than $6,000 
■less than $7,000 



$8,000 or more 
57,000 or more 



SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health Interview Survey. 



among people under 45 years of age/, the gup in-' 
creased slightly among those 45 years of age and 
over. 

This measure of utilization of dental Services does 
not take the need for dental "services into account. In 
trie section on medical care, a summary measure of 
health status was used as an indicator of need. In 
analyzing the use of dental services, need will he 
measured only in relation to one dental condition — 
dental caries. Other dental conditions, such as maloc- 
clusion and periodontal disease, are not 'addressed. 
Since caries are most common among children, the 
analysts is restricted to those 6-17 years of age,. Data 
from the National Health Examination Surveys can 
be used to compare unmet need for dental services 
for treatment of caries by income level. Unmet need 
for caries treatment is measured by the average 
number of decayed primary and permanent teeth 
found at the dental exam for those 6-1 1 years of age' 



arid the average number of decayed and missing per- 
manent teeth found for those 12-17 years of age, 
Data for the earlier lime period for children 6-11 
years of age were collected from 1963 to 1965 as part 
of NHES Cycle II, For those 12-17 years of age, the 
data were collected from 1966 to 1970 as part of 
NHES Cycle lit. Data for the n\ost fecenrt period for 
both children 6 to II years of age and r youth 12-17 
years of age were collected as a part of NHANES 
from 1971 to 1974, 

The greater contact with dentists found among the 
nonpoor compared with the poor is consistent "with 
the, lower level 'of unmet need for treatment of caries 
found among children and youth in (the nonpoor 
category: Moreover, just as little change- has occurred 
in the differential in utilization between the poor and 
nonpoor over lime, little change has been evident in 
the relationship between unmet need for caries treat- 
ment and income (figure I). 
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2 = 
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1963-65 



1971-74 



1963=65 



1971 74 



t 



Deeayed and missing 
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6-11 YEARS 



AVERAGE NUMBER 

OF PERMANENT 
TEETH PER PERSON 

— 5 = 



—4* 



-=3 = 



= 2 = 



1 — 



Filled 





196) 



6-70 



1971-74 



1966=70 



1971-74 



12-17 YEARS 



SOURCES: 
rvey, Cycle I 



Nationi) Center for Health Siaiisfiei- Data for 1963=65 and 1386>70=from th» Nationi! Health Examination 
I and Cycle III; data for 1971=74 from the National Health and Nutrition Examination Survey* 



Figure 1, Decayed, missing, end filled teeth among children 

United States, sele 

Whereas the number of decayed or missing teeth 
is a measure of unmet need for treatment of dental 
caries, the number of filled teeth represents, in part, 
the extent to which needed dental treatment has 
been obtained. The average rmmber of filled *te»th 
per person was greater among the nonpoor for chil- 
dren 6-1 1 years of age and youth 12-17 years of age 
for both periods of time. The greater" number of 
filled teeth among those in the higher income group 
is consistent with the higher rate of contact that the 
nonpoor 'have, with dentists. <; 



6-11 and 12-17 years of age* according to economic status: 
cted years 1963-74 

Discussion 

Substantial changes in the utilization of ambula- 
tory medical services by the podr and nonpoor oc-- 
.curred .from 1964 to 1978, In all age and color 
groups, the poor had greater increases in the utiliza- 
tion of ambulatory medical services than did the 
nonpoor. The most plausible explanation of these 
trends is the establishment of- Medicare, Medicaid, 
and other public health programs in the mid to late 
1 960*5. Tms explanation- is given further credence 
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by thfe persistence of differentials between the poor 
and nonpoor in the use of dental services for the 
treatment of caries and the prevalence of unmet 
need for this treatment because large-scale programs 
to reduce financial barriers to dental care were not 
similarly established. 

Although the trend toward equality of utilization 
by income has been fairly well established, it is more 
difficult to determine whether the level of utilization 
is commensurate with need. When utilization rates 
were, partially adjusted for* differences^ in morbidity, 
the poor-to-nonpoor physician visit ratios dimin- 
ished, although they were still greater than 1 for the 
two middle age groups (17-44 and - 45-64 years of 
age), However, the adjustment procedure used only 
partially accounted for differences in morbidity. An 
adjustment v^hich would more accurately reflect need 
for medical care would undoubtedly further reduce, 
if not eliminate or reverse, the greater utilization 
UTnong the poor. While some investigators have 
found a trend toward equity as welt as equality 
(A day, Andersen, and Fleming, 1980), others have 
found that after adjusting for need, the poor use 
fewer services than the nonpoor "(Davis and 
Reynolds, 1976; Andersen, Kravits, and Anderson, 

... 1975). 0 

The pattern in the utilization of ambulatory care 
sefvices described in this section is affected by a 
wide range of factors in addition to those discussed 
here, and the interrelationships among these factors 
are fairly complex. Certain findings require more in- 
depth exploration. For example, in nearly all age and 
color groups, the poor- to- nonpoor physician visit 
ratios increased between 1973 and 1978 as well as 
between 1964 and 1973, Since, Medicare and Medi- 
caid were enacted in 1964, it might have been ex- 
pected that the effect on utilization would be greatest 
during the earlier period and would have leveled off, 
during the latter period. The continued increase in 
the ratio from 1973 to 1978 may be explained, how- 
ever, by the continuing expansion of Medicaid en- 
rollment throughout this period. In 1970, the ratio of 
Medicaid recipients to the population below the pov- 
erty level was .59. By 1976, the ratio increased to 
.91 , Furthermore,^ there has been an expansion of 
Federal programs designed to increase the availability 

1 of primary care providers in manpower shortage 
areas* 

The finding that, of all age groups, the 'poor 65 
years of age and over showed the smallest increases 
in utilization relative to the nonpoor also requires 
some additional comment, Since the elderly poor had 
both Medicare Ljnd Medicaid available, it might have 
been expected that, this group would show the 
greatest increases. Although elderly people. in : the "ill I 
other color group showed a trend toward equal utili- 
zation, especially between 1973 and 1978, the poor 
and - nonpoor difference among elderly white people 
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was only slightly smaller in 1978 than in 1964, One 
possible explanation ...is that the greatest effects of the 
Medicare program , were in Hospital care — the in- 
crease in hospital days among the elderly, poor was 
31 percent between 1963-65 anU>U 976-78, compared 
with a 12-percent increase $B0$$ the poor 45-64 
years of age, Furthermore, the method used to de- 
fine poor resulted in about half the elderly popula- 
tion being so classified. ; 

In this section, the emphasis has been on trends 
in the utilization of ambulatory health care; no. at- 
tempt has been made to document the differences 
which exist in the type of care received or in; the 
quality of that care. For example, the poor are much 
more likely to obtain care from hospital outpatient 
departments than are the nonpoor (table 31). 

The.jioor are also less likely to use preventive cart 
services than people with higher incomes (National 
Center for Health Statistics, 1977). In 1978, trie pro-' 
portions of children vaccinated against 'polio a<nd the 
childhood diseases were lower among children living 
in poverty areas than those living outside poverty 
areas (Center for Disease Control, 1979), In addi- 
tion, mot hers with low educational attainment are 
much jess likely, to begin: prenatal care in the first 
trimester of pregnancy than mothers with higher 
educational levels (income differentials are unavail- 
able but women with low educational attainment lire 
more likely to have low incomes than other women). 
Among white births in 1978, 84 percent of mothers; 
who were high school graduates began prenatal c^ire 
in* the first trimester of pregnancy, compared with 61 
percent of those who were not graduates, Among 
black births, the corresponding proportions were 67 
percent and 50 percent; 

■ More important, however, is whether the quality 
* of ambulatory care as measured by health outcome is 
comparable between the poor and nonpoor, Unfor- 
tunately, little information is available on this issue, 
One study, however, suggests that hospitalized 
patients 1 who were not covered by commercial in- 
surance or Medicaid had significantly more complica- 
tions upon admission than those who were covered 
(Gonnella, Louis, and McCord, 1976), The authors 
attribute some of this difference to; the lack, of access 
to quality of ambulatory care. . 

In summary, although substantial progress has 
been ma.de in reducing barriers to medical care 
among the poor, no definitive evidence exists as to 
whether or not ttie poor are receiving adequate care, 
in terms of both quantity, and quality* relative to 
their need. Furthermore, the poor are much less 
likely to' receive dental care. Poor children Jhave sig- 
nificantly greater unrhet need for the treatment of 
dental caries as measured by direct examination, than 
do nonpoor children. - , 
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Regional and Income Differentials in SUrgery" 



Overview ^ " v 

f. • 

Two antithetical issues in the health care field 
have generated a great tleal of concern during the 
past 15 years. On the one Tiand, the lack of access to 
medical care, especially by the aged and the popf, lee), 
to a greatly increased role for Federal and State 
governments in payment fqr personal health services. 
On the other hand, a growing awareness developed 
of the need to control ^unnecessary* 1 utilization of 
mctlical care to coritain costs and improve quality, 
The latter concern has been especially evident in the 
area of surgery. Several, studies have shown wide 
variations between" countries, among geographic 
areas within the United States, and between prepaid 

' and fee-for-serviee practices? in the rates of surgery 
(Bunker, 1970; Lewis, 1969; Riedel e't al ; 1975; 
Wennberg and Gittelsohn, 1975), Furthermore, the 
Subcommittee on Oversight and Investigations of the 
Committee on Interstate and Foreign Commerce, 
U.S. House of Representatives, concluded that ap- 
proximately, 2 million unnecessary surgical pro- 
cedurcs were performed in 1977, costing more than 
$4 billion and 10,000 lives (U S. Congress; 1978), 

This section presents national data on the rates of 
surgery, according to age, geographic region, and in- 
come level for two time periods, 1963-65 (before 
Medicare and Medicaid) and 1976-78. Data were ob- 
tained from the National Health Interview Survey 
dNHIS) of the National Center for Health Statistics. 
Jhc.NHIS is a continuing nationwide sample survey 
in which data are collected through personal house- 
hold interviews. The usual NHIS sample is about 
1 16,000 persons in 40,000 interviewed households in 
a 'year. Rates of surgery*represent the number of per- 
sons with at least one surgical procedure in the year 
preceding interview per 1 ,000 population/ Multiple 

operations on the same person are counted only 1 

once. 

'. iy V : . V ■ 

•'Prcp.ircil in Sick en K .Vhichifn .irid .Pod C Kk k inni;in. Ph i).. 
fc N jiinrhil Comer lor I k-alih .SUitiMii'i. 



To control for the general rise in income levels 
between the two time periods, respondents were di- 
vided into twq groups: poor and nonpoor. Poor was 
cjefined as nSose .with family income below S3, 000 
for 1963-65 (20,3 percent of the population) and 
below S7,000 for 1976*78 (22.4 percent of the popu- 
lation). Respondents with income not stated (5,2 
percent for 1963-65 and 9.3 percent for 1 976*78) 
were omitted, from poor and nonpoor comparisons. 
Note that this method of classifying the population 
differs from the official poverty designation The offi- 
cial definition used different income cutoffs depend- 
ing upon family size and composition, sex and age of 
the family head, and farm or nonfarm residence. 
According to the official definition, 11 percent of the 
1978' population- had incomes below the 'poverty 
level, whereas in this report, 20 percent of the 1978 
population are classified as poor. Another important 
difference between the two methods is the variation 
in poverty rate by age. For example, in 1978, 14 per- 
cent of people 65 years of age and over had incomes 
below the 'official poverty level, 'while in this report, 
about half the elderly population are classified' as 
poor. 

The discussion is limited to .overall rates of sur- 
gery. Except for children under 15 years of age, 
specific procedures were not analyzed because of the 
small number of cases. 

Results 

There were substantial variations among age 
groups in surgery rates and changes in these rates 
during, the 1 5-year period studied (table A). Between 
1 963-65 and 1976-78, the rate of surgery increased 
by 63 pereint for the elderly, but it decreased by 6 
percent for children under 15 years of age. Much of 
this decrease in surgery among children resulted 
from a 50-percent Reduction in tonsilleetomjes, 
which accounted for about 40 percent of all surgical 
procedures among children in 1965. Each age group 
will be considered separately in examining regional 
and income differentials over time, 



Vable A. Persons with at least one operation per 1,000 
(population and percent change, according to age: 
J United States, 1983^65 and 1^76-78 s „ 



Age 



All ages 

Under 1 5 years,-. . 

15-44 years 

45-84 years 
■65 years and over . 



1963-65 



1976-79 



Percent 
changj 



Number per 1,000 population 



48,9 


59,5 J 


21,7 


31.8 


' 293 , 


-7,9 


51,2. 


57,0 


11.3 


64,5 


im - 


20,3 


64=1 


104.7 


63.3 



SOURCE: Division Of Health Interview Statistics. National Center for 
Health Statistics; Data from the National Health Interview Survey. ^ 

Children Under 15 "J Years of Age 

In the early 1960*s, the rule of surgery for chil- 
dren under 15 years of age in the South was substan-" 
tially below that of any other geographic region 
(table B) This was especially apparent for poor chil- 
dren in the South, whose rate of surgery (12.4* per 
1,000 population under 15 years of age)* was less 
than half that of poor children in any other region. 
Rates for nonpoor children in the South were only 
slightly lower than for those in the other regions.. 
Consequently, the differential between poor and 
nonpoor rates for 1963-65 was greatest in the South 
(a ratio of AO) while the differentials for the other 
regions were less pronounced (ratio^jfanging from 

.83 to .85). , ' 

' ■ 

Table i. Persons with at least one operation per 1,000 
population under 15 years of age,, according to income 
level and geographic region; United States, 1963=63 
and 1976-78 . • J 



Geographic region 



Year and 
income level 


United 
States 


North- 
east 

-/ 


North 
Central 


South 


West 


1 963-65 . 


Number per 1,000 population 




: All incomes 1 


.... 31 8 


35.8 


34.4 


26./ 


32.3 


Poor 

Nonpoor ... 


20.1 
34 3 


30.8 
37.2 


29.4 
35,4 


3?^ 


mi 

33,0 


1976=78 












All Incomes' ..... 


293, 


27.0 


30,5 


31.3 


26,6 


Poor • 

Nonpoor. ....... ...... 


26.6 
31 0 


22.8 
28.6 


29,5 
32.2 


27,5 
33,7 
j# 


25.1 
27.6 



includes income not stated . ■ ■ '' 

NOTE; For 1963-65, poor was defjned as family income below 33,000 
arid nonpoor as family income of $3,000 Or more; for 1976=78, poor 
was defined as family income below $7,000 and nonpoor as family 
income of = $7,QQQ or more ■ . 

SOURCE: Division Of Health Interview Statistics, National Center for 
Health Siafisties Data from the National Health Interview Survey, 



Surgery T rates tor poor Southern children-:- have in- 
creased markedly during the past 15 years. Between 
T963/65 and 1976-78, rates more than doubled for- 
this group while remaining fairly stable for nonpoor 
children. Therefore; by|978, the ratio between: poor 
and nonpoor surgery ratls for children in this region 
. was .82; a ratfo comparable to those observed in the 
other regions, 

For 1976-78, no significant variation existed 
among regions in their ratios of poor to nonpoor : 
rates. However, the North Central and South Re- 
gions had higher rates than the: Northeast and West 
Regions for both the poor and nonpoor; 

Tonsillectomy is the most frequently performed 
operation for children under.. 15 years' of age, It is 
also a controversial procedure in that it is often used 
as an example of unnecessary surgery. Between 
1963-65 and 1976-78, the ' tonsillectomy rate was 
halved from 14.6 to 7.1 persons per 1,000- population 
(table CL This reduction accounts for the overall' de- 
cline in surgery among children (a 29-percent in- 
crease occurred in the rate of operations other than 
tonsillectomy). However, the tonsillectomy rate in- 
creased by 15 percent among poor children, while it 
declined by 52 percent among the nonpoor. The net 
effect of all these shifts in rates was that for 1976-78 
tonsillectomy accounted for roughly 25 percent of all 
operations among both poor and nonpoor children. 
This figure is similar to that observed for the poor 
for 1963-65, but half that observed for the nonpoor 

Table C, Persons with tonsillectomy as only operation per 
1,000 population under 15 years of age, according to 
income level and geographic region; United States* 
1963=85 and 1978=78 



Year and 
income level 



Geographic region 



United ^ North* 
States " east 



North 
Central 



South West 



1963-65 
All incomes 1 


14,6 


Number pi 
17.2 


ir 1,000 population ' 
15,8 ii.r> • 


15.9 


Poor 


5,9 








(2) 


Nonpoor............... 


16,4 


m 






I 2 ) 


1976-78 










fl 


All incomes 1 .... 


... , 7.1 


7.5* 


8,1 ' 


7.6 


4.6 


Poor ..........'..A. 

Nonpoor...; 


6,8 

... " 7.8 


— - l- 


i 2 ) 


, (?) 
( 3 ) 


( 2 ) ' 
( 2 ) 



includes income not stated. 

2 Sample Size too small to provide reliable estimates. 
NOTE: For 1983-65, poor was defined as family income below $3,000 
and nonpoor as family income Of $3,000 or more; for 1876-78. poor 
was defined as family income below $7,000 and nonpoor as family 
income of $7,000 or more, * 

SOURCE; Division of Health Interview Statistics, National Center for 
Health Statistics' Data from the National Health Interview Survey. 
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TofLJi963-65. 'If >#fS^IIec(omies were excluded, both 
the poor and nonpoor would show substantial in- 
\ creases in surgery rates during the 15-year period (39 
percent and 30 percent, respectively), 
^ 'The West showed the most rapid decline in tonsil- 
lectomy rates (71 percent) while the South showed 
tfie smallest (34 percent). Thus, although 1 the South 
initially had the lowest rate, lor 1976*78 its rate was 
comparable to that of the Northeast -and North Cen- 
tral Rigions. /I>he West had ^ signincarUly lower , 
tonsillectopiy rate than any of the other regions, If 
tonsillectomies were omitted, the Northeast ^ould 
have the lowest surgical rate, for 1 976-78. 

Adults 15-44 Years of Age 

% For 1963-65, the poor in the South had 20<fjffcrcent 
^ less surgery than the nonpoor (table D), while the 
poor and nonpoor in the North Central and West 
Regions had similar rates. Only in the Northeast was 
the rate pf surgery' higher: for the poor. For 1 976-78, 
the situation had changed and the poor experienced 
substantially more surgery than the nonpoor in every 
region. 

Among the nonpoor, those in the Northeast and 
North Central Regions h|d lower rates of surgery 
than those in the Southland West Regions for 1963- 
65, However, the West experienced the smallest in- 
crease among the poor with a decrease among the, 
nonpoor, resulting in the lowest rates of surgery for 
1976-78, The North Central Region, on (he other 

Table D, Persons with at least one operation per 1,000 
population 15-44 years of age, according to income 
level and geographic region: United States 1963-65 
and 1976-78 ,~. 



Geographic region 



Year and 
income level 



United 
States ] 



North* 
east 



North - 
Central 



South West 



1963-65 Number per 1,000 population 

All incomes' 512 47 8 48. 4 53.9 56.0 

Poor ------- 47.5 54.5 44.4 44 5 56 6 

Nonpoor 52.4 479 49.2 57.8 56.3 

^ o . <i . 

1976-78 

s> * 

* 9 

All incomes 1 57 0 55.7 59.4 61.4 47.7 



Poor. : 
Nonpoor 



6,6.4 
55 9 



l 66.9 

• 53 :! 



72.4 
57.9 



65.4 

era 



60.1 
46.1 



Includes ingome not stated 

NOTE. For 1963-65. poor was defined as family income below $3,000 
and' nonpoor as family income of S3.000 or more; for 1976=78. poor 
was defined as family income below S7.QOQband nonpoor as family 
income of S7, 000 or more. 

SOURCE Division of Health Interview Statistics. National Center for 
Health Statistics Data from l he National Health Interview Survey. 
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hand, showed relatively large increubs so that it hud 
among the higher rates for 1 976-78. 

Adults 45-64 Years of Age 

Between 1963=65 and 197^8, surgery rates in- 
creased for both the poor and nonpoor in all regions, 
hut at faster rates for the poor (table E). F<> : 1963- 
65^rates were between 10 and 20 percent lower in 
the" North Central, and AVes.t Regions fur the poor 
" than for the nonpoor/ but they were more than 4ft 
percent lower in the South. For 1 976-70, -rates for 
the poor surpassed those of the nonpopr in the 
Northeast, North Central, and -West Regions, while 
the rate for ^ie poor remained 10 percent lower than 
lor the nonpoor in the South, 

For 1963-65, rates for the poor in the Northeast 
Region were higher than for those' in any other re- 
gion, while rates for the nonpoor were slightly lower. 
Furthermore, the Northeast was the only region with 
higher rates lor the poor than nonpoor in the early 
i960 s. , Howpver, lor J 976-78, rates for the 
Northeast were similar to the West for both the poor 
and nonpoor, In the late 1970% the North Central 
Region had a high rate for the nonpoor. 

Table E> Persons with at (east one operation per 1,000 
population 45=64 years of age, according to income 
level and geographic region: United States, 1963-65 
and 1976-78 



Geographic region 



YeMr and 
income level 



1 963-65 



United North* 
States east 



North 
Central 



South West 



Number per f 1,000 population 



All incomes' .... 


64,5 


64,2 


659 


61.9 


67.5 


Poof...... 

Nonpoor.,,,...... 


52,9 
88,8 


73.1 

64,5 


57,5 
'• 690 


41,9 
72* 


60.2 
70,0 


1976-78 












All incomes 1 .,. 


77.6 


-72,0 w 


82.8 


79.0 


76,2 


Poor,.,.,....;.,.,. 
Nonpoor., 


86.1. 
7ae 


863 
71,4 


101,2 

80.8 


77,5 
85.3 


861 
74,8 



Includes income, not Stated, 

NOTE: For 1963-65, poor was defined as family income below 53.000 
and nonpoor as family* income of 53,000 or more; for 1978-78, poor ^ 
was defined as family income below $7,000 and nonpoor as family 
income of $7,000 or more, 

SOURCE: Division of Health Interview Statistics, National Center for 
Health Statistics; Data from the National Health Interview Survey. 

Adults 65 Years of Age And Over 

•Since the early 1 960\s, surgical rates have been 
rising fastest for the elderly/ especially the elderly 
poor, This increase is evident even after adjusting for 

■ : - * - , 53 



the sharg^rfKe iruhe age comppsiiihn within the pop-* 
□lation 65 y.earsW age and over For 1963-65, the 
elderly poor recewl'uc! surgery about 80 percent as 

* often- as 4he dderl\nonpoor in all regions (table F), 

^Though rate^^ve\ risen significantly for the non- 
poor, surgery rates for the eklerlyv poor have shown 
even larger inereasc^duri^-Hhe 'pas't' »1 5- years. Jn ■ 
fact, for 1976-78, the surgical raie%r ihenioor in the 
Northeast was 26 percent higher than for the non- 

= poor/ In the other regions, the poor had similar or 
just slightly lower 'rales than the nonpoor for 1976- - 

"78. t tf± 

The . Southern elderly of bmh income "groups 
tended to have slightly lower surgie&j rates (approxi- 
mately 10 percent) than elderly, people in the other 4 
regions for 1 963-65 For 1976.-78; the Southern poor 
still had a lower rate (94.3) than the poor in other 
regions. However, the raj^&n^the nonpoor in that 
region ( 108.2) .surpassed that of the nonpoor in the 
Northeast (88,2) and wa^ similar to that of the non- 
poor, in the North Central Region (110,2), 

Table F. Parsons with at lea^t one operation per 1,000 
papulation 65' years of age and over, according to 
Income level and geographic region: United .States, 
id 1*976-78 - & 



1963-65 and 1 9?€ 



Geographic region 



Year and 
income level 



United North- North 
States east Centra I 



South West 



'1363-65 
AlUncomes 1 . 



Number per hQOO population 
84. t 67.0 64.8 582 690 



Poor „„=., 57.9 59.8 " 59 h 54.7 59,1 

Nonpoor . .. .... 72.1 74.9 73.5 67 3 71 .4 

1.976-78 1 

All incomes' 104.7 96.0 109.2 101.4 116,3 

Poor,. 1051 111.0 1 14.3 943 i(jSs 

Nonpoor 105.3 86,2 1 10.2 1082 118,1 

'includes income not Slated 

NOTE; For 1963-65, poor was defined as family income below $3,000 
and nonpoor as family ineofne of 53,000 or more: for 1976-78, poor 
was defined as family income below 5 7.000 and nonpogr as. family 
income of $7/000 or more. fa 

SOURCE: Division of Heattb Interview Stalishcs. National Cqnter for 
Health Statistics: Data fforrj the National Health Interview Survey 

Discussion 

In nearly every age group and every region, surgi- 
cal utilization increased more rapidly for tire poor 
than the nonpoor between 1 963-65 and 1 976-78. 
Compared in the other regions, the South had much 
greater differentials in surgery between the poor and; 
nonpoor for i c ?63-65. Vdf 1976-78, however, the ^ 



ratios of poor to nonpoor rates in the South were 

# more similar to those in the other regions. Except 
for children, under 15 years of age, the poor generally 
had greater surgical utilization than the nonpoor for „ 
197^6-78. The North Central and South Regions gen- 
erally had among the highest rates- of surgery; The n 

>' Northeast and West tended to have lower surgical 
; S rates. However, rales , for the elderly in the West 
were the highest of all regions, . < 

These differentials raisg a great.. niany questions 
that cannot he £fti dressed directly with the limited 
data currently ay ail a hie. For example, it is difficult to 
assess the extent "to whieh differeniials in utilization 
are the result of differentials in access to care, indivi- 
dual physician practice patterns, or the incidence of 
conditions requiring surgery (i.e., "need^). It seims 
unlikely that substantial regional differences exist in , 
the need for surgery. Differentials in access to medi- 
cal care, however, may be reflected in these data, 
For example, black children and the elderly have 
lower rates of surgery than their white counterparts," 
even a f te r adj uj ting fo r income .This differential is.* 
accentuated in the South. ■ * 

Furthermore, the increase in surgery, especially 
among, the elderly, may partly result from' technology 
' i'cal advances thai make surgery safer and more ef- 
fective. Thus, the potential benefits of certain pro- , 
cedures may now outweigh their risks, whereas the 
reverse was the case only 10 or 15 years ago. 

Finally, the existence of variations in feurgery does 
no t t igjply the existence of, unneccessary surgery. As 
Bunker (1970) stated in a report comparing surgery 
in the United States with England and Wales, "indi- 
cations for surgery are not sufficiently precise to 
allow determination of whether American surgeons 

* operate too often or British too infrequently," This 
point of view is also h illustrated - by the evidence 

- presented by LoGerfo et al. (1979). They suggested 
that the lower pate of surgery in a plan where physi- 
cians were salaried compared with a fee-for-scrvicc 
system resulted' from underpro vision of appropriate 
surgical care in* the salaried plan as well as unneces- 
sary surgery under fee -for-ser vice. 

Classification of operations on a necessity or ur- 
gency scale can also be used to compare surgical util- 
ization among population*' subgroups. Using 1970 
N! IIS data. Bombardier el al. (1977.) found that low 
income individuals , hud- rates similar to the rest of 

> the population for highly necessary procedures but 
lower rates for the less necessary procedures. This 
result was not obtained for the tonsillectomy data 
presented in table C. For 1976-78, tonsillectomies 
were performed oftly slightly less frequently among* 
port* children and represented the same prcAortio^of 
all operations, „ ' . Allfci ' %■■ 

Further analysis of geographic yarraMws/ in sur- 
gery is likely to be most revealing when diMfor rela- 
tively srViall areas "are used (Roos, Hpos^. and* 
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Henteleff, mi^Bnnbarg and Gltfelsohrv 1975). 
Unfortunafel^^ch data are not available for all 
parts pf the Nation, except for persons covered 
under faedicari^ The data presented here, however, 
elearly show that iUrglcflL utilization has increased 
since 1983-65 for the poorlnd .the elderly, It is likely 
that this increase is because** of the Medicaid and 
Medicare programs, Substantial variations in the 
rates of surgery also exist by geographic region and 
.age,-'/ ■ • . 
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International Utilization of Hospital Services 8 



Introduction 

d Hospital utilization rates in the United States are 
often compared with those in other developed coun- 
tries, both to evaluate the performance of the U S, 
hospital system and to explore the effects of alterna- 
tive approaches to the organization and financing of 
healtji care delivery. In making these comparisons, 
the number of discharges per 1,000 population is 
generally found to be higher in the United States, 
while the mean length of stay is generally lower than 
in other countries. An accurate interpretation of\^ 
these findings is difficult, however, because of the 
different definitions and procedures used by the vari- 
ous countries in collecting and analyzing hospital 
data, ■ 

For one thing, dissimilar types of facilities are re- 
ported on in the different countries. Also, the way 
discharges and bed days are counted varies, As a 
result, differences that appear in utilization statistics 
may be misleading. Recently, studies of this problem 
have been undertaken (Andersen, Anderson, and 
Kozak, 1979; Kozak, Andersen, and Anderson, 
1980; National Center for Health Statistics, 1980b), 
These studies examine data systems that report on 
short-term hospitalizations in 10 countries: the 
United States (where the National Hospital 
Discharge Survey is used), Australia, Canada, Den- 
mark, England and Wales, Federal Republic of Ger- 
many, Finland, France, Scotland, and Sweden, Ad- 
justments are made in the data from each country to 
allow for the methodological differences in the sta- 
tistical systems. Although the resulting adjusted utili- 
zation rates are not completely comparable, they do 
allow for a more valid analysis of international differ- 
ences in utilization than might otherwise be possible. 

Utilization Patterns 

The adjusted statistics show that all of the 10 
countries had 5 or 6 short-term Jiospital beds per 

a Prepared by Lola Jean Kozak, National Center for Health 
Statistics. 



1,000 population, except the Federal Republic of 
Germany, which had 8 becjf (table A). Greater 
differences existed in discharge rates from country to 
country, with a high of 182 per 1,000 persons per 
year in Australia and a low of 97 per 1,000 in Eng- 
land and Wales, In 5 of the 10 countries, mean stays 
were between 9.5 and 10.6 days inclusive, but the 
full rar^e went from 7.6 days in Australia to 16;4 
days in the Federal Republic of Germany, Bed-day 
rates, which are the products of discharge rates and 
mean stays, fluctuated the most— from 978 bed days 
per 1,000 persons in England and Wales to 2,317 per 
1,000 in the Federal Republic of Germany. The per- 
cent occupancy of short-term hospital beds ranged 
from 59 percent in Australia to 83 percent in the " 
Federal Republic of Germany; however, six coun- 
tries were within 3 percentage points of the median 
for all 10 countries, which was 74 percent. 

Several different patterns of hospital utilization are 
evident in the 10 countries. The United States, Aus- 
tralia, and Canada had the highest^discharge rates 
and the shortest mean stays. Discharge rates for 
Scotland and England and Wales were among the 
lowest, but their mean stays were average. The 
Federal Republic of Germany arid France reported 
the highest mean stays, with average or low 
discharge rates. The mean stays in Finland, Sweden, 
and. Denmark were average, and the discharge rates 
were average or somewhat above average. 

To further illustrate the difference in hospital use 
from country to country, statistics on patients whose 
primary discharge diagnosis was efther heart disease 
or cancer and on different age and sex groups are 
presented. However, unlike the total utilization rates 
for each country, these statistics have not been ad- 
justed for methodological differences. In all cases, 
patients treated in long-term units of short-term hos- 
pitals are incorporated in the statistics. For certain 
countries, patients discharged from long-term hospi- 
tals are also included. In addition, data are available 
only for parts of some countries. 



Table A. Ad)u«t*d short- term hospital uttlliation, according to selected measurements! Selected developed countries, 

selected years 1973-77 



Country and year* 



^.r BedB ] 



Utilization measurement 



Discharged 



Bed 
days 2 



Mean 
stay in 
days 2 



Bed 
occupancy 

rate in 
percent* 
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■ ;> ■>■'■-■ X . Number per 1,000 population - 

United States (1976) ' \ 5 ^ 168 1,287 7.7 It 

Australia (1976-77). I 6 182 , 1,376 r , 7.6 , ; 5 9 

Denmark (1977) . 6 /. 189 I.BZS °'f "11 

England and Walos (197b) 5 97 978 10.1 72 

Federal Republic ,» a bi 

of Germany (1976) 8 141 Z.317 1|,4 83 . 

Finland (1978-77) 6 1S4 1.472 9.S 81 

France (1978) « 119 1.568 13.2. 76 

Scotland (1978.78). § ■ 123 1.217 9.9 f 

Sweden (1973-70) 8 148 .. 1,541 10.6 U 

^Computed from aggregated data in annua) hospital reports- 

Computed from discharge reporting system data, which is from individual abstracts of information on each discharge 

NOTE: Statistics exclude hospitals and units for which the mean length of stay was 30 days or mere, and/or hospitals and units defined by the 
countries as long-term, 

SOURCES iKozak Andersen, and Anderson, 1980; National Center for Health Statistics, 1978; Health Insurance Commission, Australia 1978: 
HbsDital Section of Health Division/ Statistics Canada, 1978a: National Healtru Service, Denmark, 1S7Bb; Department of Health and Social Secur^ 
ity 1977 WeiarfcOffice 197B; Federal Office of Statistics, Federal Republic of Germany, 1979: National Board of Health, Finland, 1978: Ministry 
of Health and Social Security, France, 1977; Information Services Division of the Common Services Agency, Scottish Health Service, 1979, 
National Board of Health and Welfare, Sweden, 1971). * - 

Heart Disease and Cancer compared, but much of the difference, can /be ae- 

• ' counted for by hospitalizations for pregnancy, child- 

Finland and the United States had the highest birtn and related conditions (table C). If such hospi- 
diseharge raters for heart disease among the nine talizations were excluded; the discharge 3 rates Cpr 
countries for which discharge rates were available males and females would be almost identical in four 
(table B), England and Wales* Scotland, and the countries; in three ©ther countries, the differences in 
Federal Republic of Germany had the lowest rates, the rates woulcl be sma u. i n Australia and the United 
The mean stay for heart disease patients in the states, however, female rates would remain consider- 
Uni ted States was more than 2 days shorter than the abjy than male rates even if maternity care 

next shortest mean stay, and the mean stays in A us- was excluded. \ 

tralia and Finland were also several days less than The mean stays for males and females were simi- 

those in the other countries. The longest mean stays jar jn most of tbe countries, Male stays were some- 
were reported in Sweden, Scotland, and England and what i onger lban female stays in five countries, and 
Wales, but the statistics from each of these countries female stays were longer jn four, In England and 
included patients discharged from long-term hosph Wales and Scotland, female stays were several days 
tals. longer than male stays; if maternity patients were ex- 

Sweden, Denmark, and Finland had the highest c | uc jed, the difference would be even greater. If ma- 
discharge rates for cancer; .Canada, England and ternity patients" were excluded in the other countries, 
Wales, and Australia had the lowest. The U.S. rate ^ resujt would ^ a higher mcan stay for females 
was about average for the ni^ie countries; The mean lhan for males< except j n the United States where no 
stays for cancer patients in the United States and sex difference would exist/The differences in the 
Australia \vere more than 3 days shorter than those length of gtay _ by sex would rem ain small in the 
in the other countries, Canada and Sweden had the other countries. 

longest mean stays for cancer, but again, long-term Discharge rates and the mean length of stays in- 

hospital patients were included in the statistics from ^ ^ ^ ^ q{ ^ countries ( tab i c D). 

both these countries. Discharge rates for children 14 years of age. and 

under were comparatively high in Australia and Den- 
Age and Sex 1 % mark, but the rate for Denmark included healthy 

newborns, who were excluded from the other coun- 
The discharge rates for females were higher than tries' rates. The lowest discharge rates for children 
the discharge "rates for males in the nine countries were reported in Scotland, England and, Wales, and 
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Tab!© B. Discharge rat*s and mean length off stays for patients with-the primary discharge diagnosis off cancer or heart r 

disease: Selected developed countries, selected years 1973-77 . : = 



-V - * 

Country and year 


■ . Heart disease 




Cancer 




Discharges 
per 1,000 
population 


1 Mean 
stay 
in days 


■ . 

j Discharges' 
per T.OOO 
population 


! Mean 
stay 
in days 


1 InilaH gtslQ^ MQ771 

unii@Q Oialoo 110/ ft 




. 9;7 


8,1 


12,2' 


Aiiatralla) M CS7fiV - '-■*.-. 

AuSiraiia \ iff o/ ...M..,...H,i,.., 




''.'f2.1". 


as > ~ : " 


12,6. . 




10,0 


17,9 


6.3 


20.5 


Denmark (1974-75) 


&7 




9,8 




England and Wales (1975), 


\ . . 55 


22,5 


6.7 


17.2 


Federal Republic 








J 17.7 . 


of Germany 2 ^9t6) ....... 


7.5 


17,9 


. .■ ■ 70 v : ■■■ 


Finland (1977)..'........ 


14.6 


13.4 


9.2 


15,8 


Franc© 3 (i976).:.....».... ........... 




17,4 




19.3 


Scotland <1 976). 


7.6 


24.0 


8.6 


16.9 


Sweden 4 (1 973). „, 


115 


279 . 


• 11.5 


20,4 



'Statistics ire from .only three States, Queensland, Western Australia, and Tasmania. Together these States have a higher discharge rate and a 
lower mean length of stay than dees Australia as a whole, 

^Statistics are estimated using data from the discharge reporting system in one State. Schleswig-Helstein, This State has a lower discharge rate 
and a lower mean stay than does the country as a whole, 

Statistics are from public hospitals only and these hospitals have longer mean stays than do private hospitals, 

Statistics are from the Uppsala region and Skene areas onfy. Together these areas have a lower mean length of stay than does Sweden as a 
whole, but their discharge rate is representative of the country as a whole. 

NOTES: Primary diagnosis categories are from the Manual of International Statistical Classification of D/seases, iniurias. and pauses of Daath, 
Based on the Recommendations of the lighth Revision Conference, Ties. Cancer refers te ICDi 140-209; heart disease to ICD8 390-410. Estl- 
■ mates were made from partial data to obtain the statistics en heart disease in Queensland, Australia, and statistics on cancer in Finland, Long- 
term hospital patients are included in the statistics from Canada, Ingland and Wales, Scotland, and Sweden, 

SOURCES: (National Center for Health Statistics, 1979; Queensland Office,. Australian Bureau of Statistics, 1978; Tasmania Office, Australian 
Bureau of Statistics. 1978; Western Australian Office, Australian Bureau of Statistics, 1977; Hospital Morbidity Section Of Health Division, Statis- 
tics Canada. 1978b; National Health Service, Denmark, 1978a; Department of Health and Social Security. Office of Population Censuses and Sur- 
veys, and Welsh Office, 1978; Stite Statistical Office of Schieswig-Holstein, Federal Republic of Germany. 1978; National Board of Health, Fin- 
land-unpublished data; Gascon and Le fioux, unpublished document; Informatron Services Division of Common Services Agency, Scottish Health 
Service, 1978a; National Soard of Health and Welfare, Sweden, 1978b). a 



the United States. The United States rate was partic- 
ularly noteworthy in light of the high total discharge 
rate in the United* States. Mean length of stays for 
children were shortest in the United States arid Aus- 
tralia and longest in the Federal Republic of Ger- 
many. 

Hospital use by people 15-64 years of age was 
similar to the total hospital use in each country. The 
United States and Australia had the highest discharge 
rates and shortest mean length of stays, England and 
Wales had the lowest discharge rate and the Federal 
Republic of Germany had the longest mean length of 
stay; 

For people 65 yearsxof age and over, Finland and 
the United States had the highest discharge rates, 
while England and Wales. and the Federal Republic 
of Germany had the lowest. The mean length of stay 
1 for the elderly was more than five days shorter in the 
United States than in any of the other countries. 
Also of interest was the comparatively moderate 
length of stay for the elderly in the Federal Republic 
of Germany, since it had the longest mean stays for 
other age groups. The longest mean stays for the 
■ elderly were reported by Scotland, England and 
Wales, and Canada, but the inclusion of long-term 
hospital patients probably affected these statistics, 
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The, preceding data show substantial differences in 
hospital use among the countries, While no defioi- > 
live evidence about the reasons Jor these differences 
is available, some possible sources of the differences 
are examined in the following discussion. 

Health Services Syst^m^ 

Hospital Administration^ ' . 

^ A> ./ ^ - J • 

Variations in/hospital utilization rates may be re- 
lated to diffefences-tff the health services systems in 
the 10 countries. One of the differences is in the type 
of administration of hospitals, In Denmark, England 
and Wales, Finland, Scotland, and Sweden, almost 
all. hospitals are public; they are owned and admin- 
istered by units of government. In the United States, 
Australia, Carlada, France, and the Federal Republic , 
of Germany, substantial numbers of hospitals are 
private. They are usually owned and operated by 
nonprofit organizations, but a few profit making hos- 
pitals also provide care. 

Even in countries with the same types of hospital 
administration, however, utilization rates were not all 
alike, The countries with many private hospitals had 
among the highest and lowest utilization rates. The 
countries with almost all public hospitals had similar 
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Tab!* G, Discharge rates and moan length of stays* according to sex: Selected developed countries,;, 

• selected years 1073*77 F 







t - - 
Discharges per 1,000 

population *. 




Mean length of 
stay in days 




1 Country and yeaP 


Mb Ibs 


Ferns l$s 


1 Females 
excluding 
maternity - 
care 1 


Males 


Female's 


Females, 
excluding 
maternity 
care 1 


United States (1977)..;. ; 

Australia (1 976-77) *..!:„/...„„„ 

Canada (1975),, ..*„.„...:,.■„„ 

England and Wale* (1975) 

Federal Republic of Germany (1977) 

Finland (1977),:. .... . ... .......... 

Prance 2 . (1976L. .......... 

Scotland (1978) „:.„.;;.;........ 

Sweden 3 (f 973) ;.,..;.„„.. .//. 9 


140 

149 
135 
141 
S3 

- tat- 

. 133 

110 
i 135 


V ' f 196 - 

21a " 

189 
185 

, 116 
183 
183 

144" 
188 


fl7 
J 174 . 
144 
1 44 
82 
148 
143 

109 

. 131 


"~ 7.8 
8.0 
11.7 

12.9 
1 6,0 
11,3 
13.8 
13.9 
10.9 


7.0 

8.4. f 
10.7 

14.4 
15,7 
11,2 - 
14.1 . 
16,^ 
10.4 


* ; - ' ^. - ^ 
7.8 
8,8 
.1 2.4 

17.6 ; 

16.4 

12.6 

19.7 
11.5 



included are females hespitallied for normal deliveries and those with diseases of pregnancy, childbirth, or puerperlum as (heir primary 
discharge diagnosis: categories €30-678 in the Manual of international Statistical Classification of Diseases. Injuries, arid Causes of Death- 
based on the Recommendations of the Eighth Revision Conference, 1965, Estimates were made from partial data for Australia and the Federal 
Republic of Germany, 

^Statistics are from public hospitals only and these hospitals average longer mean stays than do private hospitals. * 

Statistics are from the Uppsala region and Skene area only. Together these areas have a lower mean length of stay than does Sweden as r 
whole but their discharge rate is representative of the country as a whole. , • -; - " 

N0Tf Long-term hospital patients are included In the statistics from Canada, England and Wales, and Scotland, ■ * , 

SOURCES: (National Center for Health Statistics, 1979: Health insurance Commission, Australia, 1978; Queensland Office, Australian Bureau of 
Statistics, 1978; Tasmania Office, -Australian Bureau of Statistics. 1978. Western Australian Office, Australian Bureau of Statistics, 1977; Hospital 
Morbidity Section of Health Division, Statistics Canada, 1978b; National Health Service. Denmark, 1978a; Department of Health and Social Secu- 
rity, Office of Population Censuses and Surveys and Welsh Office, 1978; Federal Office of Statistics, Federal Republic of Germany, 1979; State 
Statistical Office of Schieswig-Helstein, Federal Republic of Germany, 1978: National Board of Health, Finland, unpublished data; Gascon and Le 
Rous, unpublished document; Information Services Division of Common Services Agency, Scottish Health Service 1978a* National Board of 
Health and Welfare, Sweden, 1976a and 1977). * 



Table P. Discharge rates and mean length of stays, according to age: Selected developed countries, 

selected years 1973=7? ^ 



Discharges per 7,000 
population 



Mean length of 
stay in days 



Country and year 







f 4 years 
and 
under 


15-64 
years 


65 years 
and 
over 


9 14 years 
and 
under 


15=64 
years 


65 years 
and 
over 


United States (1977) .......... 




73 


172 


374 


■s' : " 

4.2 


6,5 


11.1 ' 


Australia (1976-77) 




126 : 


189 


309 


4,6 


6.7 


19,4 


Canada (t 975) „„,..„, 




104 


162 


339 


6,0 


. 8,7 


24 9 


Denmark (1973-74),.,,, ,.„... 




hao 


2 1S9 1 


3 280 








England and Wales (1975) 




73 


95 


164 


6,8 


9.3 


30,7 


Federal Republic of Germany 4 I 


(1976) . . 


90 ■ 


1 IS 


189 


1M0,4 


1 2,8 


19.7 


Finland (1977) „.„.„... 




85 


147 


379 


7.6 


8,2- 


19,8 


Scotland (1976) , 




77 


125 


229 


7.5 


10,2 


34.5 


Sweden 5 (1973).,..,,.,,..,.. 




111 


134 


272 . 


6,4 


9,0 


16,5, 


^Statistics include healthy newborns who are excluded from the other countries' statistics 

-Statistics are for patients 15-69 years of age, . 
^Statistics are for patients 70 years of age and over, 

^Statistics are estimated using data from the discharge reporting system in. one State, Sohleswig-Holstein, This State has a lower discharge rate 
and lower mean stay than does the country as a whole. 

Statistics are from the Uppsala region and Skane areas only. Together these areas have a lower mean length of stay than does Sweden as a 



whole, but their discharge rate is representative of the country as a whole. 
NOTE: Long-term hospital patients are included in the statistics for Canada, England and Wales, and Scotland; 

SOURCES; (National Center for Health Statistics, 1979; Health insurance Commission, Australia, 1978; Hospital Morbidity Section of Health Divi- 
sion, Statistics Canada, 1978b. National Health Service, Denmark, 1978a; Department of Health and Social Security, Office of Population Cen- 
suses and, Surveys, and Welsh Office, 1978; State Statistical Office of Sehleswig-Holstein, Federal Republic of Germany, 1978; National Board Of 
Health, Finland, unpublished data; Information Services Division of Common Services Agency. Scottish Health Service, I978i; National Board of 
Health and Welfare, Sweden, 1978a) = ■ 
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mean stays, but they showed considerable^viriitions 
in ''discharge rates. In penmark, Finland, and 
^Sweden, hospitals afe owned and operated by local 
units of -governmenty while in Scotland and England 
and Wales, hospitals are part of a centrally organized 
health service. Scotland and England and Wales had 
much lower discharge rates than other countries with 
public systems. ■ 

In the fl^ countries that have many private hos- 
pitals, hospital insurance pays for much of the costs 
of hospitalization. Canada, France, and the Federal-. 
Republic of Germany all have national insurance sys- 
tems. In Australia and the United States, private in- 
surance covers the hospitalizations of a large part of 
the population. However, the United States and 
Australia showed utilization patterns similar to Cana- 
da; all three countries had high discharge rates 
coupled with short mean stays, 

Physicians ■ , 

Physician practices are an important determinant 
of hospital utilization pattern^ but no consistent re- 
lationship is apparent between the number of physi- 
cians per capita and hospital utilization rates in the -* 
10 countries. The Federal Republic of Germany and 
Denmark had the largest number of physicians per 
population. The physician-to-population ratios in the 
United States, Sweden, and Canada were also com- 
paratively high (table E). These countries had 
discharge rates ranging from fiigh to intermediate, 
and mean lengths of stay that varied from the long- 
est to the shortest. The countries with low physician 
ratios, England and Wales, Australia, and France, 
also had quite different utilization rates. 

The proportion of the physicians in a country who 
are specialists may be related to hospital utilization 
rates, although available data do not show a con- 
sistent relationship. The complex medical equipment 
and facilities that are located in hospitals are probably 
more likely to jbe used by specialists than by general 
practitioners. Therefore specialists may admit pa- 
tients at a higher rate. If the complex technologies 
allow faster rreatment of illnesses, specialists may 
also keep patients hospitalized for shorter periods of 
time. Unfortunately, the data available to examine 
these hypotheses are not ideal because countries de- 
fine general practitioners and specialists in various 
ways. 

Another aspect of physicians' practices that may 
have an effect on hospital utilization rates is the de- 
gree of separation between physicians providing hos- 
pital treatment and those providing ambulatory care 
to patients. In the United States, Australia, and 
Canada, the general pattern Is for the same physician 
to treat a patient before, during, and after a hospital 
stay. In the other seven countries, the physician who 
treats the patient in the hospital is usually a staff 



Table E, Physicians p«r 10,000 population and pereent of 
active physicians who are specialists: Selected 
developed countries, selected years 1972-78 



Physicians 



Country* 


rear 


Number • 
per 10,000 
population 


Y©ir 


Percent 
who are 
specialists 


1 InitnH Statue 1 


13? f 


:* 1 f >9 


lir i 


ae • 


Australia : . 


, 1972 


13,9, 


1976 


48 


Canada, : ... 


. 1976 


17.3 


1978 


50 


Denmark 


, 1976 


'19.5' 1 


1975 


61 


England and Wales,.. 


. 1974 


13,1 


1976 


54 


Federal Republic 










of Germany,,,,, , 


, f 1977 


19,9^ ■ 


1977 


. 47 


Finland ............. 


1977 


16/1 


-1976 


§0 


Franee- 


. 1976 


1S.3 


1976 


3& 


Scotland:,,,, 


, 1975 


. 16.7 


1977 


57 


Sweden 


. 1976 


17.8 


1976 


' 88 



NOTE: Definitions of specialists vary from country to country/ 

SOURCES: (National Center for Health Statistics. 1980s; World 
Health Organization, 1979; Commonwealth Department of Health, 
Australia', 1977: Department of National Health and Warfare* Canada, 
11178; Koch, Toftemark, and Andersen-ftosendal, 1976* pepsrtment 
of Heal Ih^and Social Security. 1977; Welsh Office, 1978; Federal 
Office of Statistics. Federal Republic of Germany, unpublished data; 
National* Board of Health; Finland, 1978; Ministry of Health and 
Social Security, France, 1978; Information Services Division of Com- 
mon Services Agency, Scottish Health Service, 1978b; National 
ioard of Haafth and Welfare, Sweden, 1979), 

doctor who is not responsible for treatment before or 
after the hospitalization, It may be that physicians 
who can follow patients in the hospital are more 
likely to admit them, and since the physicians can 
continue to supervise the patients afterwards, they 
may be less likely to keep patients in the hospital for 
extended periods. The similarity of hospital utiliza- 
tion patterns in the; United States, Australia, and Ca- 
nada, especially the short mean length of stays, 
would support this view. 



Long-Term Care 

The utilization rates of short-term patients are 
probably affected by the availability oY alternative fa- 
cilities or programs for the treatment of long-term 
patients. If long-term care is not readily available, 
long-term patients would be expected to use hospital 
facilities established for short-term care; this would 
increase the mean length of stays for such facilities. 
Appropriate cross-national data to investigate this as- 
sumption are difficult to obtain, however. Long-term 
care is provided within? hospital systems in special 
hospitals and units, in separate systems of medical 
institutions like nursing homes, and in residential in- 
stitutions under the authority of social services agen- 
cies. Home nursing services and other home support 
services in some countries also allow patients with 
chronic medical conditions to remain in their homes 
rather than in institutions. Comparable data are not 
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available concerning each of these types of care, and 
'the relationships between the types of care . are not 
Completely understood. For Instance, home nursing 
care may substitute for nursing home care, but it 
niay be provided to patierits with medical conditions 
different from those who are in nursing homes, 
. All 10 countries studied here have some long- 
term hospitals and units. In four of the countries- 
England and: Wales, Scotland, Finland, arid 
Sweden—more than 50 percent of the beds and bed 
days in the hospital system are accounted for by 
long-term hospitals and units/ England; and Wales, 
Scotland, and Finland do not have separate nursing 
home systems that provide significant amounts of 
long-term care, but all four countries have relatively 
well-developed programs for home "nursing and the 
delivery of other home support services, The mean 
length of stays for short-term hospital patients in 
these four countries were about average. The coun- 
tries with long mean stays— France and the Federal 
Republic of Germany— have facilities equivalent to 
nursing homes for treatment of long-term patients, 
They also have residential institutions in which care 
is given for some chronically ill persons, but neither 
has developed widespread programs for home nurs- 
ing and home support services. However, the same 
conditions exist irt the countries that had the shortest 
mean length of stays— the United States, Canada, 
and Australia— so the relationship between long-term 
care and short-term hospital use requires 
further study. 



Conclusion - B " 

The utilization rates of short-term hospital pa- 
tients differ considerably whether total rates or rates 
for specific categories of patients are compared. No 
definitive conclusions about the reasons for the 
differences can be drawn. Nevertheless, certain. find- 
ings are suggestive and deserve further study. One 
such finding is the apparent relationship between 
centralized public hospital services and low discharge 
and bed-day rates. Short mean length of stays and 
high discharge rates seem to characterize the coun- 
tries in which, physicians follow patients when they 
are hospitalized as well as before and after the hospi- 
talization. Work is currently underway to investigate 
.these relationships. 

Even less is known about the results of the differ- 
ences in hospital utilization than is known about the 
causes. At present, it is difficult to hypothesize 
whether people suffer less or live longer if they are 
hospitalized frequently or stay in the hospital for 
longer periods. Careful comparisons of hospital utili- 
zation in different countries may help in understand- 
ing what pattern of hospital use is most effective. 
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Overview 

The average ltength of time patients remain 
short-stay hospitals has been 1 decreasing during^ ttfe 
last several years. This trend is the result of many 
factors connected with the health care system, These 
factors include: increased, utilization of outpatient 
and day-care facilities, use of home care, technologi- 
cal advances in surgical procedures rtl treatment 
methodologies', monitoring by Professional Standards 
Review Organizations (PSRQ's),, utilization reviewv 
better discharge planning, and limitations placed on 
the length of hospitalization by third-party payers. 
This section focuses on* the trends that have been 
evident in recent years; and how- the various factors 
affecting length of stay have applied to a specific 
disease fcpndition— acute myocardial infarction, The 
Impact of utilization review, particularly as provided 
by PSRCTs, is also discussed. 



Recent Trends r 

The average length of stay 1 for the United States 
decreased from 8.5 days to 7.4 days in the 10-year 
period from 1968 to 1978— an overall decrease of 
about 13 percent (table A). The most pronounced 
reduction in the average length of stay was from 
1968 to 1973, With an 8-percent decrease to 7,8 days, 
During the same 10-year period, the average length 
of stay decreased for all age groups. These reductions 
ranged from 23 percent for people 65 years of age 
and over to 12 percent for people under 15 years of 
age. ! . '* ■ 

Part of the decline in length of stay resulted from 
an increase in multiple hospitalizations for the same 
individual. In 1968, 14 percent of aH^people with at 
least one hospital episode were hospitalized two or 
more times, compared with 18 percent in 1978, The 



^Prepared by Andrea Kopsiein, Naiionul Ccnicr for Health SialiN- 

lm . * 

1 The data used lor' calculating average length of stay excludes 
newborns but includes deliveries. 



Table A, Average . length of stay for ill conditions, 
according to geographic region and age: United Stales, 
1968, 1973, and 1978 



Geographic region 
■ and age 



Average length of stay 



1998 



1973 



1979 



United States. 



Number of days 

8.5 7.8 " 7.4 



Percent 
change 
1968-78 



^12,9 



Under 15 years.... .. 5.0 4.5 4.4 12:0 

15-44 y"ears..t-.. ....... 6.1 5.7 5.3 -13,1 

45-64 yearsA:....!... 10,0 9.1 8 5 -15,0 

65 years and Over .1 4.2 ■ 1 2,1 11.0 -22.5 

Northeast, .., 9.9 9.0 88 -11.1 

Under 15 years. 5,6 5.1 4.9 -12.5 

15-44 years 6,9 6.3 5.7 ■• -17.4 

45-64- years... 11.7 10.7 - 10.1 * -13,7 

65 years and over.. ' 17 2 14.3 13.7 -19.9 

North Central 8.8 8,0 7.6 -13.6 ' 

Under 15 years., 5.2 4.5 4.5 -13.5 

15-44 years 6.4 6,0 5.8 -9.4 

45-64 years ... 10,3* 9:4 " ' \ 8.8 -14,6 

65 years and over., 14.6- 12.4 11.0 -24,7 

South,,,....,..,.....,... 7,8 7.3 6,8 -12,8 

Under 15 years....... 4.9 4,6 4,2 -14,3 

15-44 years.,.,.....,... 5.8 5.4 5.0 -13.8 

45-64 years... 9.1 8 5 ■ 7.9 -13/2^ 

65 years and over.. 12.7 11.1 10,0 -21.3 

West...,..,..,.....,...,. 7,1 6.4 6,1 -14,1 

Under 15 years,.,,.;. 3.9 3.7 4.2 +7,7 

15-44 years 5.1 4.7 4.7 -7,8 

45-64 years ... 8,6 7,3 6.7 -22.1 • 

65 years anH n , 1 1.9 10.3 8.8 -254 

SOURCE; Division of Health Resources Utilization Statistics, National 
Center for Health Statistics: Data from the National Hospital 
Discharge Survey. , 

impact of this increase on length of stay can be es- 
timated by comparing hospital days per discharge 
(the traditional measure of length of stay) with hos- 
pital days per person hospitalized (table B). The 
reductions in days per person hospitalized were 
smaller than the reductions in days per discharge in 



9 

ERLC 



A 



65 



Table B, Average length of stay and hospital days per.eer§en hospitalized arid percent ehange, according to age; 
. ' . United States, 1968 and 1978 V :, 



Age 



Average length * 
* : of stay ' t 
in days > / 



1968 



1978 



Percent 
change 
1968^78 



Hospital bays per 
\ person with one 
or more episodes 



1968 



1278 



Percent 
change 
1968-78 



All ages....,..,.:.,..,.,,.. 


9.2 


* 7,9 


-14,1 


V 104 




9 7 


\. ■' -8.7 


Under 17 years 


5.6 '. 


» ' . 5.2-. .>'•,. 


-7,1 : 


: 8,4, 




* 6,4 


0.0 


17-44 years., 




. 6.0 


> -9.1 


7.4 




8.8 . 


-8,1 


46-64 years:,.......'..;..... 


11.8 


9.2 


-22.0 * 


13,7 




1 2;3 


- -10,2 


65 years and over,.,,.. 


15.8 


11.9 


-24,7 


- 19.3 




15,6 


-19.2 



NOTf i.The average lengths of stay In table 8 differ from !ho8© ( in table, A because the da!#are from different surveys. Statistics based on the Na- 
tional Health interview Survey differ from those reported by the National Hospital Discharge Survey because of differences in population covered, 
the sources of data, and types of hospitals included, 

SOURCE: Division of Health Interview Statistics, Natienal Center for HealtrtStatistios: Data from the National Health Interview Survey. 



every age group. For children under 17 years of age, 
no Change occurred in days per person hospitalized. 
For people 45-64 years of age, the reduction in days 
per person hospitalized was half that of the tradi- 
tional measure of length of stay. For the other two 
age groups, the reductions in days per person hospi- 
talized were closer to the reductions in hospital days 
per discharge. 

All four geographic regions showed a downturn in 
"the average length of stays, with the Northeast Re- 
gion continuing to have the longest stays. The con- 
siderable regional variations iriat have existed in the 
past have been accentuaieo^ver time. For example, 
in 1968, the average stay>ranged from a high of 9.9 
days for the Northeast to a low of 7,1 days for the 
West, By 1978, the average stay in the Northeast was 
8.8 days, a reduction of 11 percent, but the average 
stay in the West was 6.1 days, a decrease of 14 
percent, 

, The trend of decreasing average stays was ob- 
served for nearly all age groups in all four geographic 
regions. The greatest * disparities between the 
Northeast and the West occurred in the two oldest 
age groups. In 1968, the Northeast had an average 
stay of 1 7.2 days for ^ people 65 years of age and 
over" The length of stay for this age group decreased 
to 13,7 days by 1978, a reduction of 20 percent. The 
West had an average stay of 1 1,9 days for people 65 
years of age and over in 1968, This decreased to 8,8 
days by 1978, a reduction of 25 percent/ For people 
-45 to 64 years of age, the Northeast had an average 
stay that went from 11,7 in 1968^ to 10.1 in 1978, a 
decrease of 14 percent. In the same 10-year period 
for the same age group, the West had an average 
stay that went from 8.6 days to 6.7 days, a decrease 
of 22 percent. 

The trend toward shorter stays can be seen even 
more clearly by examining the length of stay distri- 
butions. For example, 67 percent of inpatients stayed 
in the hospital for 1 w^gk or less in 1968, compared 
with 70 percent in 1978, This trend was especially 
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marked among, the elderly— 40 percent had? hospital 
stays of 1 week or less in 1968, compared with 49- 
percent in 1978, The West had the greatest percen- 
tage of short stays throughout the 1 0-year period and 
the Northeast had the greatest percentage of longer 
stays, This regional difference was particularly 
marked for the two older age groups 45-64 years of 
age and 65 years of age and oyer (figure 1). For the 
^oldest age group, the West showed the most pro- 
nounced shift toward shorter stays during this period. 

Currently, the reasons for these regional variations 
in length of stay are not completely understood, This 
problem is a complex one and many area characteris- 
tics are presently being studied to explain these 
differences (Deacon et a!,, 1977; Wennberg, 1976; 
and Kineaid, 1979). Factors that may affect regional 
variation include: ; 

Differences in patient papula tions:— Diseases or 
severity of diseases in patients upon admission may 
vary among the regions, A patient hospitalized for 
cerebrovascular disease is expected to be hospital- 
ized, on the average, longer than a patient admitted 
for repair of an uncomplicated hernia. Hypotheti- 
cal ly, if one region has a larger proportion of patients 
with more serious illness when compared to other re- 
gions, that region's patient mix should result in a 
longer average stay. 

Differences in availability of resources. — A reus with^ 
a relative scarcity of hospital beds may discharge 
patients sooner if there is pressure to admit new pa- 
tients. Accessibility of nursing homes and the use of 
home care in an area may also impact on the levels 
of hospital utilization. 

Differences in financial incentives to providers* — 
Economic forces, as exemplified by cost review com- 
missions and the extent of coverage by third party 
payers may affect levels of hospital utilization. The 
kind of financial incentives existing in Health 
Maintenance Organizations (HMO's), for example, 
particularly the prepaid group practice model, 
reduces both the rate of hospitalization and the aver- 
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Plaure 1 Patients with hospital length ©f stay (ess than or equal; to 7 days, aeeer< 
* States, 1S6S and 1978 

age length of stay^The financial risks of HMO's are 
different from those found with fee-for-service medi- 
cal care. An HMO receives a yearly capitation pay- 
ment that puts it at risk for health care costs and 
provides a strong incentive to avoid overutilization, 
especially expensive services such as hospitalization 
(Gaus,* Cooper, and Hirsehman, 1976). However, 
the extent to which HMO's contribute to regional 
variations in utilization is unclear. Currently, certain 
Stales have cost review commissions, many of tvhi&h 
are prospectively setting rates. Prospective rate set- 
ting should result in . more efficient utilization of a 
hospital's facilities since the hospital's budget is set 
before the provision of services; to remain solvent, 
the hospital must operate within the limits of its anti- 
cipated revenues. Therefore, areas with active cost 
review commissions should have reduced lengths of" 
stay (Bauer, 1977; Feldstejn and Goddeeris, 1977; 
and Gaus and Hellinger, 1976) . * 

Differences in climate '/—Seasonal variations must 
be studied, particularly for the colder Northeast and 



g to age and geographic region: United 




North Centra^fgionsyColder climates may influence 
the frequency oi^severity of some diseases. 

Although regional variation is not well understood 
at this 1 time, some definitive explanations can be 
given for the downward trend in average length of 
stay in the United States, Reasons for the decreases 
may be better understood by studying changes in the 
treatment of specific disease conditions. Acute myo- 
cardial infarction (heart attack) is chosen for illustra- 
tion because of its frequency and the large economic 
benefits of reducing hospitalization for this condition. 



Acute Myocardial Infarction 

A dramatic decrease in length of stay has occurred 
for myocardial infarction in recent years, Thirty years 
ago, the hospital stay for an acute myocardial infarc- 
tion (AMI) was 6 weeks (Ross, 1978). Table C 
shows the considerable reductions in length of stays 
for this condition from 1971 to 1978, 
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Table G. Average length off stay for acute myocardial 
* Infarction 1 (live dltcharges only) and percent change, 

according to geographic region and age; United States, 

1971 and 1978 



Geographic region 
* ahd age * 



4 verag© length of stay 



1971 



1978 



Percent 
change 
1971-78 



Number of days 



'United States ......... 


v 192 


13.8 ' 


,-28.1 


^ 1 5-44 years. 


17.4 


11.1 4 


-36.2 


••' ,45-64 years 


18.2 . 


13.3 


-26.9 


65 yaara and over.*.., 




14.B 


-29,2 


Northeast....... 




' 16,4 


-25.5 


1 5-44 years. 


. 19.7 f 


: 12.7 


-35.5 


45-64 years.,.. 


v 21.1 : ' 


1 5.6 


-26.1 


':- 65 years and over . .. 


23.5 A y 


17,9 ; 


-23.8 


\North Central .... 


, .20.0 1'] 


15.4 


-23.0 


/s-44 years 


18.5 f 


12 V 


-34.6 


^45f 64 years.... 


. 19,5* 


15.2 


-22.1 


65 years and over. r..-. 


20,8 \ 


15.9 


-23,6 


South... 


. 16.7 


12.4 


-25.7 


15-44 years. .,„..,„., 


15.5 


11.0 ' 


-29.0 


45-64 years., 


16.0 


11.3 


-29.4 


65 years and over,..,,. 


17.9 


" 138 


-22,9 










West. 


17,0 


10,3 


-394 


15-44 years, 


14,9 


8,6 


-42,3 


45-64 years... 


14.0 


10.6 


-24.3 


65 years and over...... 


20,8 


10.4 


-50,0 



^Code number 41 d. Eighth Revision International Classification of 
QisBBa&Si Adapted for Use in the United States 

SOURCE: Division of Htafth Rasoufcts Utilization Statistics. National 
Center for Health Statistics: Data from the National Hospital 
Discharge Survey: 



In 1971, the earliest year for which data compar- 
able to 1978 exist, the average length of stay for 
AMI in the United States was 19.2 days, By 1978, 
this stay had dropped to 13.8 days, a reduction o£28 
percent. In looking at the geographic regions, the 
Northeast had the longest average lengths of stay for 
both years and all three age groups, The West had 
the shortest average hospital stays in 1978 for all 
three age groups, but the South had the shortest stay 
for the oldest age group in 197 L All fo^r geographic 
regions demonstrated a decreasing length of stay for 
the 8-year period, but the percent reduction was 
greatest in the West— a decrease of 39 percent, 

The large decrease in- length of stay for this condi- 
tion is further demonstrated by examining the per- 
centage of patients staying more than 2 weeks Tor 
both 1971 and 1978 (figure 2), In 1971, nearly two- 
thirds (63 percent) of the AMI patients 45-64 years 
* of age remained in the hospital more than 2 weeks, 44 
compared with a figure of only 40 percent in 1978, 



IJ.or those 65 years of age a rill over, the correspond- 
ing proportions decreased' from §9r percent to 47 per- 
cent. As would be expected from the* average stay 
data, the Northeast had the largest percentages of 
long stay patients and The* West had the smallest. 
This was the gase for both time periods and Jbjoth. age 

.groups^ ; ■ ^ ^ ■ -\. ■ 1 *■;=-.•;•: ; >J 

During this 8-year period, all four geographic re- 
gions had a decrease in long, stay patients for both 
age groups. However, the decreases for the South 
and the West were much greater than those* observed 
for the' Northeast and' North Central Regions, For 
patients 45-64 ye of age, reductions ranged from 
nearly one-third fip_r the Northeast and North Central 
to half for the South and two-thirds for the West, 
For' patients 65 years of age and over, the percent of 
long 



iger stays was cut in half for the West, compared 
to one-quarter reductions for the other regions,. 
"Many factors have contributed to these large de- 
creases in stay. During the past decade, use of spe- 
cialized coronary -care units for the treatment of 
AMI'S has expanded rapidly, This intensive and ex- 
pensive therapy/ uses electrocardiographic monitoring 
to detect arrhythmias so that prompt treatment may 
be given. Preventive care is. provided with antiar- 
rhythmic medication (Bloom and Peterson, 1973; 
and McNeer et ah, 1978), Although many clinicians 
justify the use of this costly therapy by a definitely 
reduced average length of stay and a lower in- 
hospital case fatality rate, much controversy sur- 
rounds the use of coronary care units. 

The effectiveness of coronary care units has been 
tested in some randomized clinical trials, but the 
number of trials is low since many physicians Feel 
that such tests are unnecessary and unethical (Bloom 
and Peterson, 1973). A few of these trials have indi- 
cated thai, in addition to finding up. to 50 percent of 
patients in coronary care units are low-risk patients 
without myocardial infarctions, coronary care units 
have not indicated statistically significant advantages 
over other methods of care (Bloom and Peterson, 
1973; and Mather et ah, 1971), Despite reductions 
in the average length of stays, the intensive care*pro- 
vided by these units has greatly increased the cost of 
hospitalization for suspected and actual myocardial 
infarctions. With the current emphasis on cost con- 
tainment, the proliferation and efficacy of coronary 
care units will receive closer attention in the future, 

The rapid escalation of costs associated with AMI 
treatment has encouraged clinicians to perform stud- 
ies to determine the optimal duration of/ hospitaliza- 
tion. Applications of the determinations made may 
have resulted in shorter, but more effeeiKf, hospital 
stays. 

Several studies indicate that a 7-day stay nlay be 
adequate for low-risk myocardial infarction patients 
(McNeer etf ah/ 1978; Gelson et ah, 1976; and 
McNeer et ah, 1975), A low-risk patient is one with 
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Figure 2. Acute myocardial infarction patients with hospital length of stay greater than 2 weeks, according to age and 

* geographic region! United States, 1971 and 1978 



no complications after the fourth day of hospitaliza- 
tion (Ross, 1978; and McNeer et ah, 1978)- Later 
complications and death are rare for such patients. 

There is also increasing evidence that early mobili- 
zation and discharge of AMI patients to 1 hospital- 
based home care is effective and beneficial (Haber, 
1975; and McNeer et al., 1978), Hospital-based 
home care programs are multidiseiplinary and use 
visiting nurses, physicians, and laboratory techni- 
cians, as needed. Cardiac monitoring is accomplished 
with portable machines. Home care is especially 
beneficial for elderly patients with this condition. 
Evidence indicates that the elderly recover faster, ad- 
just more easily, and regain a larger proportion of 
functional capability if they are discharged from the 
hospital environment and returned to the familiar 
environment of home (Haber, 1975), 

Another contributing factor to the decreasing 
length of stay for AMI is the increasing level of pub- 
lic awareness about this condition. Public education 
in recent years has been directed at making people 
knowledgeable about the symptoms of heart disease 



or heart attacks and the risk factors which affect this 
condition, such as smoking, hypertension, and high 
cholesterol. This increased awareness may have en- 
couraged people to go to a physician or an emer- 
gency room at an earlier stage, AMI victims may also 
be arriving at emergency care facilities in better con- 
dition because of the widespread acceptance, public 
training in, and use of a technique called 
cardio-pulmonary-resuseitation (CPR), Evidence of 
the effect of public awareness on utilization is lack- 
ing, however. 

Assuming that prompt treatment affects the length 
of a hospital stay, techniques for diagnosis of myo- 
cardial infarctions are being constantly studied and 
improved, A relatively new technique in nuclear 
medicine may be helping to detect AMFs earlier 
(Braun^tein and Whelan, 1976). Conventional 
methods for detecting AMI are electrocardiography 
(ECG) and determination of enzyme changes. How- 
ever, ECG changes can be delayed or absent in the 
presence of an AMI, and enzyme change's are non- 
specific. Progress in nuclear medicine has produced a 
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radlonucteotide that is used lor noninvasive^maging 
of the heart, and this method may altdw fti| earlier 
detebtion of AMI in people complaining^ of chest 

Early mobilization and discharge of patient^ with 
myocardial infarction provide several importariljd- 
vantages. Anxiety, depression, 'and delays in reron- 
ijng to work are common complications of AMI >tW 
may be reduced by early discharger Early ambulation 
,qf -patients reduces the frequency of thromboembo- 
lisms (Miller, 1976; Ross, 1978). Despite previous 
fears, eaMy mobilization and shorter hospitalizations; 
do not JeacTto increased Incidence of angina, conges- 
tive heart failure, aneurysm, acute coronary insuffi- 
ciency, recurrent myocardial infarction, or death 
(Hutter, Side!, and Shine, 1973; McNeer et al. 



Declines have been evident in lengths of hospitali- 
zation for many other diagnoses. Table D shows the 
decline ia length of stay for six common conditions/ 
From 1971 to 1978, the greatest reduction in length 
of stay was observed for cataract. The average stay 
for malignant neoplasms, was also shortened; this 
represents significant economic benefits since long 
average stays and expensive treatment are normally 
associated with' this diagnosis, The large reductions 
in hospital stay for uncomplicated delivery and did-* 
Bites mellitus also represent significant decreases in 
hospital utilization. 

Utilization Review l , 

One major factor in reducing the overall length of 
stay is widespread use of concurrent peer review. 
This type of review is designed to ensure that indi- 
vidual hospital admissions and continued stays are 
appropriate and medically necessary. Although some 
hospitals have performed utilization review on a 
voluntary basis for a number of years, this effort has 

Table D, Average length of stay and percent chi 

United States, 



First listed diagnosis 
and I CD A code 1 



•V-vv.: . . ■'J:'-.---: 

intensified siricegthe formation of Professional Starid- 
/ ards ^efiew Organizations (PSRO-s) as mandated by 
the Social, Security Amendments of 1972 (Public 
Law 92-603), 

Although the PSRO program has .had sbme suc- 
cess in affecting^ hospital tutUization; ?the full ifcnpact 
of this program-^stifl un^leffr (Dobsdn et ^f, W7$) f 
On the positive, side, a recent evaluation^ this pro- 
gram (National. Center for Health Statistics, 1$78) 
indicated that some individual PSRCTs showecT^de- 
. creased utilization, (i.e., 'hospital' days of care);M^^f 
matched 1 to comparison areas. 1 From 1974 to 197^^6 
- PSRCTs showed an aggregate reduction of 1.5 percent 
9 * in hospital days of care per 1 ,000 Medicare- enrojf^es 
j "■ over 93* comparison inactive PSRO areas, P5R<> 
. hospitals have also experienced an increase in case- 
mix severity, which implies a more effective alloca- 
tion of hospital beds. . i *v - 
Another evaluation of PSRCTs stressed jheMmpdr- 
I ^t#nce of reviewing small area variation when examin- 
J| in | changes in average length of stay (Deacon et a| 5 , 
vera 



' (1979). The longest average length qf stay (17.1 days) 
^occurred in a New York PSRO and the shortest stay 
(71 days) occurred in central California, Although 
this -coincides with the stays observed for the geo- 
graphic regions, a great deal of variation was ob- 
served I , for length of stays among PSRCTs within a re- 
gion; Thus, the-characteristics of 4n area, rather than 
the ^geographic location per se, play a large role in 
determining the length of a hospital stay, 

Conclusion 

Although shorter hospital -stays have multiple 
benefits, recent emphasis on reducing average stays 
has been in the interest of cost containment. When 
discussing the economic benefits of early discharge, 
however, it should be. recognized that the cost of an 
additional bed day will not be as large as the cost of a 

inge, according to selected first listed diagnosis; 
1971 and 1978 " \ 



Average length of stay 



1971 



1978 



Percent 
change 
1971-78 



Malignant neoplasms ....... 

Fracture 

Cerebrovascular disease , 

Diabetes mellitus ,,,,,,„ 

Uncomplicated delivery,,,. 
Cataract 



.,.,.140-209 
.,...800-829 
430 436 

, ,,,,.,,250 

650 

,.,,,,,,.,..374 



Number of days 



14,1 
11=7 
14,2 
11,3 
v 3.9 
7,1 



J i 2.4 

ho.a 

1q;7 

4,2 f 



-12.1, 
-7.7 
=5,6 
-14,2 
-15.4 
=40,8 



'Diagnostic groupings and code numbers ir© based On the Eighth Revision international Classification of Diseases, Adapted for Use in the United 
States- „ 

* , * . . « X 

MgRCi:= Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National Hospital Discharge Sur= 
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bed day near the beginning of the stay, This is be- 
cause of the greater use of diagnostic tests and the 
more intensive treatment that occurs at the begin- 
ning of the hospitalization. In addition, it is not 
always possible to shorten bed dap without increas- 
ing the service intensity per day St. stay, e.g., physio- 
therapists or other (actors of production, which in 
turn will raise the cost of a bed day. 

Another issue is cost to the hospital, A major por- 
tion of hospital costs are fixed and a reduction in to- 
tal patient days may cause the hospital to raise its 
prices in order to cover the fixed costs. These in- 
creased prices would negate the cost savings resulting 
from a reduction in length of stay. However, this 
.might only be a short-run effect until hospitals read- 
justed their scale of operations to meet the new, re- 
duced level of demand. The overall economic impact 
of shorter hospital stays has yet to be evaluated, 
since many of the reductions have only occurred 
during the last decade. However, some of the im- 
pacts should be more clearly understood in the near 
future. 
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Trends and Variations in Cesarean^e\tion 
Delivery 3 



Introduction 

Only a decade ago, cesarean section delivery , of an 
infant was a relatively infrequent procedure, usually 
performed because, the mother was unable to deliver 
vaginally or because the fetus was in serious distress. 
During recent years, however, there has been a 
dramatic increase in the number and rate of cesarean 
section deliveries. This rising trend has occurred at a 
time when many women are asking their physicians 
to make their deliveries as '"natural" as possible, and 
so this increase has focused attention on this type of 
delivery. 

This section presents national data on trends and 
variations in the rate of cesarean sections 
(ejections) in U.S. hospitals from f970 to 1978, 
Data were obtained from a representative sample of 
U.S. hospital discharges through the National Hospi- 
tal Discharge Survey (NHDS), which is conducted 
fay the National Center tor Health Statistics. These 
data refer primarily to live-birth deliveries, but also 
include some fetal deaths as well, Deliveries occur- 
ring outside the hospital are excluded. Only about 1 
percent' of all live births in 1970 and 1978 occurred 
outside the hospital. Also excluded are discharges 
from Federal hospitals, such as military hospitals. 



Findings 

In 1970, . about 195,000 cesarean section 
deliveries, or about 5.5 percent of all deliveries, were 
performed in' the United States, The number and 
percent of C-section deliveries rose steadily each year 
from 1970 through 1978, By 1978, 510,000 
deliveries; or 1 5.2 percent of .all deliveries, were by 
C=seetion. figure 1 shows the trends in (^section 
rates for selected countries from which data were 
available. The United States anil Canada had the 
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? Figure 1, Percent of deliveries by cesarean section: 
Selected countries, 1970-70 
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highest rates, although the increasing trend was evi- 
dent for all countries. For 1975, C-seetlon rates 
varied from 3 percent of all deliveries in the Nether- 
lands to 10 percent in the United States and Canada. 
The average annual percent change in rates tor 
1970-78 was consistently high for all countries- from 
7 percent in England and Wales to 18 percent in 
Norway, 

Table A shows C-section rates for 1970 and 1978 
according to selected maternal characteristics. For 
both years, C-section^rates generally increased with 
the age of the mother. However, mothers under 20 
years of age experienced the most rapid rise in 
C-section rates over time, from 3,9 in 1970 to 1 L8 
in 1978. The fact that more than 1 in 10 mothers 
under 20 years of age had C-section deliveries fore- 
bodes rising C-section rates in the future, because 



differences in rates suggest that ejections were not 
associated with color, and they increased at about 
the same rate for each color group, A greater demar- 
cation was evident for marital status groups, how- 
ever. Married women continued to have higher C- 
section rafts than unmarried women m 1978, but the 
increases since 1970 were about the same. 

Table B shows C-section rates according to hospi- 
tal characteristics. Within each geographic region, 
C-sections increased at about the same pace: The C- 
seetion rate was highest in the Northeast Region and 
lowest in the North Central Region (17:6 and 13,9, 
respectively). 

Table 1. Cesarean section deliveries, according to select- 
ee hospital characteristics! United States 1970 and 
1978 



Table 
sele 

and 1978 



A, Cesarean section deliveries, according to 
selected maternal characteristics; United States, 1970 



Hospital 
characteristic 



Cesarean section deliveries Percent 
— ~ - - — change 

in ra te 

1970 1978 1970 1978 1970-78 



Maternal 
characteristic 



Cesarean section deliveries 



1970- 1978 1970 



Percent 
change 
in rate, 
1978 1970-78 



ffafe per 100 
deliveries 



Number in 
thousands 

Total- =..=/=== = 195 510 

Age 

Under 20 years 25 65 

20-24 years 61 146 

25-29 years = , ...... 57 172 

30-34 years. . 31 93 

35-39 years 15 29 

40 years and over ... 6 5 

Color 

White 134 364 

All other ....... 31 84 

Not stated pQ go 

Marital status 

Married' 174 425 

Unmarried^ :r . 19 73 

Not stated... ....... ........ 2 s 

^Includes separated women. 

"includes widowed and divorced women 

SOURCE Division of Health Resources Utilization Statistics, National 
Center for Health Statistics Data from the 
Discharge Survey 



5.5 



3.9 
4.9 
5.9 
7.5 
82 
8 7 



5.5 
5.4 

sa 



5=7 
4 5 

3.2 



15.2 



1 1-0 
13,1 
16.4 
19.3 
21,7 
19.1 



156 
14.6 
13.8 



15.5 
133 
18=1 



176.4 



202.6 
167.3 
178.0 
157.3 
164,6 
1 19=5 



183.6 
170=4 



171.9 
195.6 



National Hospital 



many of these young women will experience subse- 
quent deliveries, virtually all .of which will he by C - 
section. 

Although there was u large proportion of 
deliveries for women with color not stated, the small 



Total , 



Region 

Northeast ,. 

North Central 

South 
West 

Size 

Less than 1 00 beds 
100-499 beds.....,/,,,, 
500 beds or more ..... 

Ownership 

Proprietary ......... 

Government 1 
Voluntary nonprofit... 



Number in 
thousands 

195 510 



Rate per 100 
deliveries 



5,5 



15.2 



29 
1 1.9 
47 



8 
48 
140 



51 
317 
,143 



14 
107 

390 



4.9 
5.4 
6.6 



6.2 
5,4 
5.6 



10.1 
15.7 
17.0 



16.4 
13.1 
15,8 



1 76,4 



53 


119 


6.2 


17.6 


183,9 


52 


130 


4.7 , 


13.9 


195,7 


61 , 


170 


5.8 


1.5.2 


162.1 


30 


92 


5.7 


14.6 


156.1 



106.1 
190.7 
157.6 



164.5 
142,6 
182,1 



State, county, and local hospitals only; Federal hospitals excluded 
from survey. * 

SOURCE; Division of Health Resources Utilization Statistics National 
Center for Health Statistics; Data . from the National Hospital 
Discharge Survey 

C-section rates increased with hospital size. Rates 
ranged from 10,1 in hospitals with less than 100 beds 
to 17,0 in hospitals' with 500 beds or more, 
Although rates increased for all hospital bed-size 
categories shown in table B, the increase appeared to 
he smallest for small hospitals and greatest for 
medium-sized hospitals, 

For type of ownership, State, county, and local 
government hospitals recorded lower C -section rates 
than proprietary or voluntary nonprofit hospitals in 
1978, and they also showed a slightly smaller in- 
crease in rates from 1970 to 1978= 
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Table C compares average length of hospital stay 
(or women why have ejection and all other types of. 
^deliveries according to geographic region for 1970 
and 1978, In 1978, the average C-section stay was 
6.7 days, compared with only 3.2 days for other types 
of deliveries. A ejection delivery iherefbre requires 
about 3,5 days more in the hospital, resulting in a 
substantial increase in the cost of delivery for women 
having ejections. Within each region, for both 
* ' ejection and other types of deliveries, shorter aver- 
age hospital stays were observed tor 1978 than tor 
1970. From 1970 to 1978, the average length of stay 
tor ejections declined from 7.8 days to 6.7 days, or 
a reduction of about 1 day. For other types of 
deliveries, the decline was from 3.9 days in 1970 to 
3.2 days in 1978, or a ■ decline of a little more than 
half a day, '■ . 

Table C, Average length of hospital stay, according to 
type of delivery and geographic region: United States, 
1970 and 1978 

Type of delivery 

Geographic Cesarean AH other 

region section deliveries 

, 1970 1978 1970 1978 



. Number of days 



United States 


7M 


6,7 


3 9 


3.2 


Northeast 


8.4 


7,5 


4.5 


3.B 


North Central 


8.4 


7,0 


4.3 


3.6 


South . 


7 2 


6.3 


3.5 


3.0 


West 


6.7 


5\9 


32 


2.4 



SOURCE Division of Health Resources Utilization" Statistics, National 
Center for Health Statistics: Data from the National Hospital 
Discharge Survey 

The longest stay for Oseetions was in the 
Northeast (7,5 days), where Oseetion rates were 
highest. The length of stay for other types of 
deliveries was also the longest in "the Northeast at 3,8 
days; Average lengths of stay were much lower in 
the West — 5.9 days for - C-sections and 2.4 days for 
other types of deliveries. These trends and regional 
variations in average length _ of hospital stay for 
('-sections and all other deliveries are comparable to 
what has been observed for most other diagnoses. 

Unfortunately, only a limited number of maternal 
and hospital characteristics are available from NHDS 
data. A much richer source of data, hut only for one 
year's births, is available from the 1972' National Na- 
tality .Survey (NNS). NNS was based on a 1 in 500 
sample of all legitimate \\yc births in the United 
States, with questionnaires mailed * to the mothers, 
physicians, and hospitals named on certificates of live 
birth to oNain additional information than was re- 
ported through the vital registration system. 
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Fron>,K^S it was found that 7J percent of legiti- 
mate liy^irt'ns in 1972 x were C-seetion deliveries 
(Placek, 1 977 ) . Higher Cj-seelion rates were asso- 
ciated with each of the following maternal charac- 
teristics: color other th^in white* residence in a 
metropolitan area, high income, having a first or , 
'fifth or higher order birth\, and 30 years of age or 
more. Wom&i who delivered by C-section also tend- 
ed to have more previous fetal losses, underlying 
medical conditions, complications of pregnancy, 
more prenatal visits, and 6 more postpartum steriliza- 
tion operations. Health insurance status had little 
impact; C-seelion rates for women with and without 
health insurance were quite similar. 

With respect to infant characteristics, infants with 
low birth weight (2,500 grams or less) were 66 per- 
cent more likely than others to be delivered by 
C-section. A related finding was thai the Apgar 
scores (an index of infant heart rate, respiratory ef- 
fort, muscle tone, reflex irritability, and skin color) 
of infants delivered by C-seciion were lower than 
those of other infants. These findings were based on 
1972 births when the C-seciion rate was about half of 
what it was in 1978'T A 1980 NNS is now in progress 
and should provide an indication of whether the 
same relationships are still apparent at a time when 
C-seeiibns are much more common. Since maternal 
complications, difficult labor, and suspected fetal dis- 
tress are indications for performing a C-section, it is 
not possible to use NNS data to separate the effect of 
the C-seetiori from its causes. 

Conclusion 

Based on NHDS data, a significant rise in the rate 
of cesarean section deliveries was observed for the 
period 1970-78. The uniformity of the increase by 
maternal and hospital characteristics suggests that a 
fundamental and widespread change in obstetrical 
practice has taken place, The international data rein- 
force this view. 

What reasons can be offered to explain 3 the in- 
creased tendency for infants to be delivered by 
cesarean section? Several factors have been studied 
(Baskets 1978; Bottoms, Rosen, and Sokol, 1980; 
Marieskind, 1979). Among the major hypotheses are; 

Repeat C-secrion policy. — If a woman has had a 
ejection, the nearly universal practice in the United 
States is to deliver subsequent births by C-sections. -. 
Bottoms, Rosen, and Sokol (1980) attribute one- 
quarter of the overall increase in ('-sections to this 
praciico^This practice^Has been criticized, however, 
since it toTb^en tlgdionstrated that a substantial pro- 
portion of women with previous C-seciions can have 
sale vaginal -deliveries (Merrill and Gibhs, 1978). 

T nhnohxkuf monitoring of labor. — The increasing 
use of technology in obstetrics (e.g., electronic fetal 
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monitoring, amniocentesis, and induction of labor) 
may increase the chances of detecting fetal distress' 
and lead to increased C-sections.- Bottoms, Rosen, 
and Sdkol (1980) attribute one-eighth of the increase 
in C-seciions to intervention for fetal distress, 
Marieskind (1979) suggests that it is not the technol- 
ogy per se that ieads to increased C-sections, but 
rather the interventionist climate that surrounds the 
training in greater use of technology, 

Breech presentation. — There may be a growing re- 
luctance on the part of obstetricians to deliver breech 
babies (i.e., those presenting buttocks first), since 
these babies are at higher risk of mortality, Babies 
that would previously have been delivered breech 
may now be delivered by C-section. Bottoms, Rosen, 
and Sokol (1980) attribute one-fifth of the increase 
in C-sections to breech births. 

Difficult labor. —Obstetricians may have changed 
their criteria for identifying certain labor patterns as 
abnormal, resulting in an increase in C-sections as an 
intervention. Bottoms, Rosen, and Sokol (1980) sug- 
gest that one-third of the increase in C-section rates 
can be attributed to the management of difficult 
labor, 

/ mpro ved outcome for pre ma tare in/a tits* —Since sur- 
vival fates for low-birth-weight infants have im- 
proved in recent years, obstetricians may be more 
willing, to intervene during the early stages of preg- 
nancy if fetal problems arise. 

Changing aj^A pariry^Smce C-seetion rates are 
higher among finWjpirths, the increase in the propor- 
tion of births thiSpfe first births, especially among 
older women, ma^rbe contributing to the overall in- 
crease in C-sections, However, if age-parity-specific 
C-section rates are applied to 1970 and 1978 births, 
changes 5 in the age-parity distribution of United 
States births accbunt for less than 5 percent of the 
overall increase in C-sections. 1 

'Since nulioruil C -section raitis hy iind purity wqtq unuvuiluhle, 
California's 1970 rules were used lor thin calculation (PciiHi, 
Olson, and Williams. l ( )7 i n. Similar results were obtained when 
New Yi»rk Stale tl.ila tor earlier time periods were used (Shapiro, 
Schlcsingcr, and Nesbiu. I%8) 



Fear of malpractice suits. —Obstetricians haye point- 
ed to the increasing likelihood of malpractice suits as 
a factor that disposes them i^wardt C-section 
delivery if there is any indication of potential for ad- 
verse outcome. This explanation, however, does not 
account for the increases observed in several other 
countries. 

The lack of randomized controlled clinical trials 
precludes a definitive assessment of the risks and 
benefits of C-sections deliveries. However,* as a ma- 
jor surgical procedure, cesarean section is likely 
responsible for some increased maternal morbidity 
and health care costs, and considerable controversy 
exists over whether there are compensating benefits. 
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Overview 

In concert with expansion of the health care sec- 
tor, all major health professions have exhibited 
strong growth trends in recent years/ Growth in the 
physician supply has been particularly dramatic, 1 

The number of active physicians (M D.'s and 
D.Q.'s) increased 34 percent from 1970 to 1979 to 
433,600, This represents a two- thirds increase over 
, the i960 physician supply/ Furthermore, the supply 
has increased more rapidly than the population, rais- 
ing physician-to-population ratios and, in the aggre- 
gate, access to health care services (table 47). 

* Increases in the number of physicians during the 
last two decades have resulted in part from the ex- . 
panding capacity of U.S, medical schools. Since 196(^ 
46 new medical schools have been established, bring- 
ing the total to 138 schools as of 1978, The number 
of medical school graduates more than doubled from 
7,508 to 15,356 during this period (table 51). 

Foreign Medical Graduates 

A second source of growth has-been the entry into 
the United States of foreign-trained physicians or 
foreign medical graduates (FMGV), The 30,900 
FMG\s in the United States in 1963 constituted 11 
percent of the physician supply/By 1977, the number 
had increased to 86,800 or, 20 percent of all physi- 
cians. 

The most common country of origin of FMO's 
entering the United States has shifted markedly. In 
1965, more than one-fourth of physicians immigrat- 
ing into the United States were from European 
nations, and about 10 percent were from Asian coun- 
tries. Recently, the proportion' from European coun- 
tries has dropped to 13 percent, while the proportion 
i . ■ " . 

'Prepared hy Marianne Miller, National Corner tor Mcnlih Serv- 
tecs Research: 

'For .1 discussion oi growth trends lor other major health profes- 
sions, see. A Report in tin' President ami (_ tunayss tut tfw Status of 
Health Pro/fssiiiiis PersnHtu'i w the UniWtl States {Bureau of Health 
Manpower, 1080). 



of permanent FMG immigrants from Asian countries 
has risen to 70 percent. 

With restrictions on immigration of physicians 
mandated hy the Health Professions Educational As- 
sistance Act of 1976 (Public Law 94-484), a decline 
in the influx of FMG's can be expected. Physician 
training data indicate that, for a number of reasons, a 
decjine in FMG's is beginning to occur; 33 percent 
of graduate training positions (internships and 
residencies) were filled by FMG's in 1970, compared 
with 23 percent in 1976 and 18 percent in 1977, 

Access 

Despite large increases in the physician supply, 
access to medical care continues to be a matter of 
national concern. Two recent studies present evi- 
dence that ,the population's* access to care is improv- 
ing (fobert Wood Johnson Foundatidh, 1978), Per 
capita visits...tp physicians and the proportion of the 
population seeing a physician in a given year have in- 
creased between 1963 and 1976, Further, differences 
in utilization between income and "between racial and 
ethnic groups have diminished^ At least 85 percent 
of the population in both studies indicated they had a 
regular source of medical care. 

This favorable picture of access to medical care in 
the aggregate- may mask localized access problerns. 
Data on physician location in urban and rural coun- 
ties illustrate the wide discrepancy in availability of 
physicians. From 1960 to 1970, the number of physi- 
cians practicing in rural counties declined 12,4 per- 
cent, while the physician supply in urban counties in- 
creased 34,8 percent. From 1970 to 1976,, instead of 
declining, the number of physicians in rural counties 
increased 16.0 percent and the physician-to- 
population ratio increased 6,7 percent. During the 
same period, however, the number of physicians in 
urban counties increased 24.8 percent and the 
physic inn- to- population ratio increased 18.1 percent, 

: See "Use of Ambulatory Cany by the Poor and Nonpoor'* in this 
report. 
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Thus, despite rural increases, a wide discrepancy still 
crisis. In 1976, the physieian=to-populution ratio in 
rural counties was 4.8 pur 10,000, compared with/ 
17.0 per 10,000 in urban counties, ' 



Table A. Health manpower shortage areas, according to 
profession: United States, 1970 



Profession 



Number of 
areas 



Shortage Areas 

Physieian-to-population ratios reflect only one of 
many dimensions of' access to medical care. Also im- 
portant in assessing access are the health care 
"needs" of the population in a service area, special 
utilization patterns associated with population sub- 
groups, and the productivity of physicians and their 
practices. This broader range of factors is considered 
in designating health manpower shortage areas under 
the Health Professions Educational Assistance Act of 
1976, SMcsc 'shortage "areas" are primarily gco- 
graphic units, but may also be designated facilities or 
population, groups. By the end of 1979, a total of 
more tjian 1,710 primary medicine shortage areas 
had been designated. This represents an estimated 
unserved population of 22 million people, and pro- 
vides strong evidence of persisting access problems 
stemming from the geographic maldistribution of 
health care professionals (table A), 

Health manpower shortage areas are designated in 
connection with three Federal programs: the National 
Health Service Corps (NHSC), loan cancellation or 
repayment programs, and scholarship programs. 
Through these programs, various incentives are 
created to draw health manpower into shortage areas. 
Early indications are that approximately one-half of 
NHSC personnel are extending their tour of duty 
beyond their required service obligation or remaining 
in the area on a private basis, The long-term success 
of Federal programs in inducing health professionals 
to remain in underserved areas is unknown. 

Specialization 

The long-term trend in physician specialization 
has been a decline in general practice and an increase 
in specialty practice. In 1930, fully 75 percent of phy- 
sicians were engaged in delivering "primary care," 
including general practice, general internal medicine, 
and pediatrics. By 1969, the proportion of primary 
care physicians had fallen to a low of 38 percent, 
roughly where it remains today. This development 
has been an outgrowth of the vast^expansion of 
knowledge and the introduction of new technology in 
medical fields, the active support of medical research 
on the part of medical schools, and the prevalence of 
phvsiuan clinical training in the hospital setting, 
among other factors, 
"Out of this trend* toward increased specialization 
have grown fears that the availability of primary 



Primary medicine....... '....= „, * 1,710, 

Dentistry......... \ , 881 

Psychiatry ... 156 

Vision care. f : :. , 248 

Podiatry ..... i ,404 

Pharmacy , •, 139 

Veterinary medicine ......„.„.- 631 

SOURCE; (Division of Manpower Analysis, Bureau q,f Health Man* 
power, 1980). 

medical care (i.e., first contact and routine medical 
treatment and care coordination) may be inadequate, 
and that the cost of medical care may be inordinately 
high. To meet the Nation's need for primary medical 
services, a goal, of 50 percent of all medical school 
graduates entering the primary care specialities has 
been suggested by a number of groups, including the 
National Board of Medical- Examiners, liie National 
Academy of Sciences, and the U.S. Congress in the 
Health Professions Educational Assistance Act of 
1976. 

During the last 15 years, the proportion of physi- 
cians in broad specialty groupings has remained fairly 
constant (table B). However, several recent develop- 
ments, fostered by Federal programs and other initia- 
tives, are likely to result in a relative gain for pri- 
mary care. The new specialty of family practice has 
grown rapidly during the 1970"s, more than offset-' 
ting the decline in general practice. If such growth 
continues, the number of family practitioners can be 
expected jo increase from 11,000 in 1975 to more 
than <56, 000 by 1990, or from 3 percent of all physi- 
cians to 10 percent. The other primary care 
specialties— general ' internal medicine and 
pediatrics — also have exhibited strong growth in re- 
cent years. From 1965 to 1977, the proportion of 
professionally active physicians in general internal 
medicine and' pediatrics combined has increased from 
1 7,3 percent to 23.6 percent. Future increases for 
primary care are indicated by the number of residen- 
cies offered in primary care specialties— 41 percent of 
all positions now, compared with only 26 percent in 
1960, 

A topic of investigation in several recent studies 
has been the extent to which primary care services 
arc provided by physician specialists (Aiken et al., 
1979). Estimates vary for different specialties and are 
widely debated because they are based on subjective 
definitions of primary or principal medical care. The 
tact that specialists provide some primary care means 
the shortage of primary' care services may be over- 
stated simply by citing an " undcrsupply * of primary 
care physicians. However, the full policy significance 
of this is unclear. 
? 
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Table B Active physicians (M.D.'s) according to specialty: United States, selected years, 1965-77 



Year 



Specialty 



£Gttve physicians . 



Primary car_ 
Other medical specialties . 

Surgical specialties,.. 

Other specialties . 



7 905 \ 


4 ft B ft ' ' 1 f%^7 *3 


_ _ 
1977 

100,0 


1 . 

ioa,o 


Percent distribution ' ' ' 
100.0 100.0 ■ 


40,7 


37.6 38.1 


38,8 


4,8 


5,5 5,3 


5.5 


26=2 


27.3 28.2 


27,8 


28.1 


29.5 28.3 


27,9 



'includes general practice, family practice, interna! medicine, and pediatrics 
SOURCE: (Bureau of Health Manpower, 1980). 



Minorities and Women 

The growth in the physician supply hag been mj 
companied by changes in the characteristics of physi- 
cians! Women and minority groups still represent 
small proportions of physicians, yet their ranks have 
increased proportionately from 1970 to 1977, Women 
as a proportion of. active physicians increased from 7 
percent to 9 percent from 1970 to 1977, In 1970, 
members of racial and ethnic minorities constituted 7 
percent of all physicians. 

Medical school enrollment figures indicate that 
both women and minority physicians will pla^ a 
larger role in delivering medical care in the futt 
Although enrollment of minorities and women has 
leveled off since the mid- 19 7.0' s, the overall growth 
in enrollment for both groups during the past decade 
has been substantial. Between academic years 1 968- 
69 and 1978-79, enrollment of minorities in medical 
schools increased from 3.6 percent to 12.9 percent of 
total enrollment. Enrollment of women- medical stu- 
dents jumped from 8.8 percent to 24.3 percent. 
More than one-fourth of students entering U.S. med- 
ical schools in the jast 2 years have been women 
(Bureau of Health Manpower, 1980), As a result of 
increased enrollment of women, the number of fe- 
male physicians is projected to more than double by 
1990, reaching nearly 100,000 or more than- 16 per- 
cent of the total physician supply. 

Net Income 

Escalating costs of hospital and physician care 
have long been topics of national concern, * Physi- 
cians' fees for initial office visits increased 8,6 per- 
cent per year between 1970 and 1978 (Glandon and 
Gaffney, j 979). However, in spite of rising fees, 
physicians' net income did not keep pace, with infla- 
tion during this period, Professional expenses in- 
creased at a faster rate than gross income, producing 



a growth in net income of 5,3 percent per year. Com- 
pared with the 6.7 percent average annual increase in 
the Consumer Price Index over this period, physi- 
cians' net income grew at g a slower rate than overall 
inflation. Net income growth for physicians in vari- 
ous specialties between 1970 and 1978 ranged from a 
low of 2,6 percent per year for psychiatry to a high of 
6,9 percent per year for anesthesiology (Glandon and 
Gaffney, 1979), _ _ 

Future Supply and Requirements 

Estimates developed by the Bureau of Heal|h Pro- 
fessions, Health Resources Administration, point to 
rapid increases in the supply of physicians in coming 
years, The^number of active physicians increased 45, 
percent from 1960 to 1975, The supply is projected 
Jto grow by 37 percent between 1979 and 1990, 
^reaching nearly 600,000 physicians or 23,9 physicians 
per 10^000 population. Projections of physician 
requirements are somewhat under the anticipated 
supply, ranging from 543,000 to 571,000 in 1990, 
under the assumption that medical care "and produc- 
tion characteristics will not change significantly. Al- 
lowing for uncertainties about medical care delivery 
in the future and in the methodology used to fore^ 
cast physician requirements, projected physician sup- 
ply and requirements can Bp viewed as being roughly 
in balance in 1 990 4 In. any case, an overall shortage 
of physicians is not anticipated in the future, 3 
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Nurse Practitioners and Physician Assistants 



Overview 

The number of no n physician health care providers 
has continued to grow since the first nurse practi- 
tioner training program — one tor pediatric nurse 
practitioners — at the University of Colorado and the 
first physician assistant training prog rani at Duke 
University were developed in the mid 1960 , s. i The 
National Center For Health Services Research fol- 
lowed in 1969 with funding Tor two demonstration 
projects— one for family nurse practitioners 
(PRIMEX) and one for physician assistants 
(MEDEX). Thereafter, two major thrusts of Federal 
effort in support of physician assistant and nurse 
practitioner training developed. Provisions were 
made in the Nurse Training Act of 1971 (Public Law 
92-158) for the training of nurse practitioners; the 
same year, authority was placed in the Comprehen- 
sive Health Manpower Training Act (Public Law 92- 
157) for support of training programs for physician 
assistants. 

Non-federally supported programs, particularly for 
nurse practitioners, also continued to proliferate. By 
1979, 200 nurse practitioner (NP) and 51 physician 
assistant (PA) programs existed. Of these, however, 
60 percent of the NP programs and 90 percent of the 
PA programs were supported, at least in part, from 
Federal funds, Approximately 27,000 physician 
assistants and nurse practitioners have been trained 
(National Center for Health Statistics, 1 980),, Assum- 
ing an average of 10 graduates from each NP pro- 
gram and 50 graduates from each PA program, an 
additional 2,000 nurs^ practitioners and 1,500 physi- 
cian assistants are projected to he trained each year 
This will provide a supply of approximately 38,000 to 
40,000 NP\ and PAN by 1 6 985 and 53,000 to 55,000 
by 1990. ■■■ 

'Prepared h> Icrrv I W^inn. Sl D . N;iimrul Center for I let It h 
Service** Research. 



Functions in Practice 

The majority of nurse practitioners and physician 
assistants practice as primary care practitioners, in as- 
sociation with a physician or physicians. This associa- 
tion may be on-site or, in some cases, at a site re- 
mote from the physician's location of practice. The 
PA functions tinder the general supervision, of the 
physician, while the NP requires supervision for 
medical management, but not for nursing practice. 

The basic functions that physician assistants and 
nurse practitioners perform are: 

» Take medical histories and do physical exami- 
nations to define health and medical problems. 

• Institute therapeutic regimens within estab- 
lished protocols, and recognize when to refer 
the patient to a physician or other health care 
provider, 

* Provide counseling to individuals, families, and 
groups in the area of health promotion and 
maintenance. 

M _ 

Geographic Distribution 

Two factors have an impact on the geographic dis- 
tribution of NP\s and PA's, The first involves the 
restrictions placed on their services under various 
professional practice acts in the States, such as super- 
vision requirements and the range of permitted ac- 
tivities including prescribing/drugs. The second is 
whether reimbursement is m/ide for their services by 
third party insurers, in eroding Medicare * and 
Medicaid,, 

Some States require direct supervision (i.e., a phy- 
sician on the premises) of NP\s, although the max- 
imum number of NP's a physician may supervise is 
rarely specified. In the few States where statutes and 
regulations for NP practice exist, specific procedures 



83 



9 

ERLC 



thai NP's can perform are likely to be identified/ In 
the aggregate, however, supervision requirements for 
NP's are not as. strict as far P/\V( Miller, 1978), 
Nurse Practice Acts are usually nonspecific, other 
than expanding the role of the nurse to assume func- 
tions such as physical examinations. 

Most States require direct supervision for PA\s, 
Nine States set a limit of one PA per physician, 
while 23 Stales limit the number of PA's to 2, The 
procedures that a PA may perform are seldom out- 
lined because the degree of supervision required as- 
sumes the physician will delegate appropriate tasks, 
In States where physician supervision legally can he 
indirect (i.e., telephone communications, chart re- 
view, periodic physician visits, etc.), supervision 
requirements need not seriously restrict the' practice 
of NP\s and PA's: 

Both NP\s and PA\s are" prohibited from prescrib- 
ing drugs in the majority of States. Even where 
.States have legislation permitting these providers to 
prescribe, prohibition contained in State pharmacy 
statutes may override legislation (Miller, 1978), 
Prohibitions against prescribing limit the extent to 
which NP\s and PA's can provide primary care serv- 
ices, particularly in settings remote from the 
physician. 

Traditionally, neither public nor private third party 
payers have reimbursed for medical services pro- 
vided by NP\s or PA's unless the physicians were 
on-site and services were billed by them, The prob- 
lem of off- site supervision (remote practice settings) 
and reimbursement for NP\s and PA's was addressed 
in 1977 by Public Law 95-210, which amended Titles 
XVIII and XIX of the Social Security Act. This- 
legislation provides for Medicare and Medicaid reim- 
bursement for NP or PA services in certified clinics 
that lack a full-time physician. To be certified, a 
clinic must demonstrate that it is located irruin area 
designated by the U.S. Bureau of the Census as rural 
and by the Secretary of the Department of Health 
and Human Services as having a shortage of primary 
care services, 

■ This benchmark legislation is limited in several 
respects, however: 

* Clinics ca nhoo: e r t i fl e d only if the State regula- 
tions aKTmei, such as provisions on NP or PA 
remote practices and the ratio of physicians to 
NP's and PA s. 

-• Clinics are ^reimbursed lor ''reasonable cost" 
of NP or PA services rather than "prevailing 
charge'" for the same services provided by a 
physician. 

* Nurse-midwives are not included as primary 
care providers and thu^gdinies staffed solely by 
them are not eligible foWreimbursement. 

* The paperwork for substantiating claims is time 
consuming. 



* Urban areas in need of primary cqre services 
are restricted to experimental demonstration 

projects, 

Under this legislation, 344 clinics had been certi- 
fied as of September 1979 (Health Care 'Financing 
Administration, 1979), Preliminary evidence indi- 
cates that clinics are eschewing their participation be- 
cause of the paperwork and the cost basis for reim- 
bursement. 



Future Considerations 

Two major developments in the supply of physi- 
cian manpower may affect the utilization of nurse 
practitioners and physician assistants in the future. 
First is the large number of U.S. medical graduates 
predicted by 1990, Some preliminary evidence sug- 
gests that as this supply increases, these graduates 
are locating in less urban areas. Practice settings pre- 
viously .considered for NP's and PA's may be 
usurped by physicians. An additional factor in the in- 
creasing supply of physicians is demonstrated by the 
current dilemma in pediatrics. The acceptance of 
pediatric nurse practitioners was overwhelming in the 
1960's during the "baby boom'' era, however, as the 
birth rate reaches zero population growth and the 
number of pediatricians increases, there appears to 
be a decrease in pediatricians' acceptance of these- 
nurse practitioners (American Academy of Pedia- 
trics, 1977), 

Second, given the constraints placed on foreign 
medical graduates by the Health Professions Educa- 
tional Assistance Act of 1976* (Public Law 94-484) r 
those hospitals whose residency programs would 
suffer the most from these constraints are consider- 
ing, among theftr options, the utilization of NP's and 
PA"s in patient care as a short-term solution 
(Cohodes et al., 1980). A principal concern of these 
hospitals is the productivity of NP's and PA's, It 
would require approximately 1,5 to 2 NP's or PA's 
for each full time equivalent physician. 

s • S 
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Community Hospitals: Trends and Regional 
Differences 8 V> 



Introduction 

Community hospitals are defined' as all non- 
Federal short- term general and other special hospi- 
tals available to the public, excluding the hospital 
units of long-term institutions. This section presents 
data that are based on the annual surveys of hospitals { 
conducted by the Ametteun Hospital Association, '"ft 
Because hospital units of long-term' care; instiiu.iions 
were included in the community hospital , category 
prior to 1972, this? discussion focuses oh data for 
1972-78 (American Hospital Association, 1973-79). 



Trends in Community Hospitals «nd J 



Services 



The number of community hospitals, which ac- 
counts for more than 98 percent of all short-term 
hospitals in the United States, rose from 5,746 to 
"5,851 during 1972-78 (table A). Despite this slight 
increase in the number of hospitals— less than 5 2 
percent — the numbers of beds, admissions, average 
daily census, and outpatient visits all increased sub- 
stantially for these hospitals, while the occupancy 
rate and average length of stay decreased slightly. 
Community hospital beds rose by 11 percent to 
975,000, Taking into account the population growth, 
the number of ^beds per 1,000 population rose by 6 
percent, from 4.2 1 to 4.47. Hospital admissions in- 
creased by 12 percent to nearly 34,5 million, Average 
daily census increased 8 percent to 718,000, On the* 
other hand, the" occupancy rale declined from 754 
percent to 73,6 percent of beds occupied and the • 
average length of stay declined from 7.9 days to 7.6'.. 
days, 



v 



'Prepared by l.ih V Voting, Ph.D.. 
Services Research. 



' Nutioriiil ("enter for Health 



1 The ihiia uHCil hi this section dilfor slightly I'roni the tlaui !.prc- 
scnicd in dct.uL'tl Li hies 53-57. because the. laifer are bused on in- 
formation from the Cluster Facility Inventory which is explained 
in Appo.ndi'x I ' ■ 



The number of outpatient visits in 1978 was more 
than 20L9 million, about one-quarter more than in 
1972. However/ this apparent increase may have 
been affeeiqdj^y a* change in the 1977 and 1978 an- 
nual surveys by the American Hospital Association 
that requested hospitals to distinguish outpatiSn.t 
^occasipns" pfj^service from outpatient '"visits". An 
occasion of settee is counted whenever a test, ex- 
amination, " trea%ftenu or proeedufe is given to an 
outpatient: A yifiiiis counted as each appearance by 
an outpatTen^ to^unil of the hospital, and may in- 
clude ope ^ or more occasions of service. The distinc- 
tion between visit and occasion of service in survey 
categories" may result in some variation in the 1 out- 
patient <lata^ and this should be taken into account 
when comparing outpatient data for different periods. 

Community hospitals can be classified by type of 
ownership - into privates nonprofit, proprietary, and 
government-owned. In K?78, the ownership distribu- 
tion was 57, 13, and 3t) percent of community 
hospitals, respectively, However, private nonprofit 
hospitals accounted for 70 percent of the beds and 
services, proprietary hospitals accounted for 8 per- 
cent, and government-owned hospitals accounted Tor 
aljout 22 pe^en.L 

A closer look at the changes in hospital beds and 
services by type of ownership reveals thai proprietary 
hospUals had a 42 -percent increase in beds, and a 
one- third increase in admissteps and average daily 
census during 19^2-78 — the highest percent increases 
in these inpatient services among all types of owner- 
ship (table B), However, s outpatient visits to 
proprietary hospitals increased by only 14 percent^ 
the lowest percent increase among all types of own- 
ership, On the other hand, private nonprofit hospitals 
had about one- tenth increases in abeds, admissions^ 
and average daily census, A 27-percent increascr-in 
outpatient services for private nonprofit hospitals was 
the highest among all types of ownership, State and 
local govern me n t-o w ned hospitals 5 showed lower 
rates of growth, Their average 'daily .census remained 
around 146,000, Their beds and admissions increased 



ERLC 



87 



Table A* Csminijnlty hospitals, beds, and services, and percent change: United States, selected years 1972-78 



year- 


NurftbGif 
0/ 

hospitals 




Number of 

bads in 
thousands 


Occupancy 
rate 1 • » 


' Admissions , 


census 


Outpatient 

■* visits 


. /©ngf/i 
of sfay 
//? days 












' / ■ ". * 

Number in £Qdu sands 




1972....* 


; 5,746 




879 


75,4 


30,709 


663 


182,668- 


7,9 


19-73.; , 


5,789 




898 


75,7 


31,671 


680 


1 73,068 


78 


>1974,............ i .. 


5-.87S 




926 


756 


32,866 


700 


188,940 


78 


s 1975i~,..M„. i .,„ 


........ 5,875 




942 . 


75.0 


33,435 


706 


190,672 


7.7 


1976 ................ 


5 8S7 ' 




956 


74,8 


33,979 


713 


• * 201,247 


7.7* 


1977!!!!!"!!!!!"!! 


s!a8i 




969 


73.8 • '' 


# 34 t 273 


715 


198,708 




1 Q7A 






97^ 


7*5 ^ "■ ' 


34,506 


718 


201,931 


7 ^ 






















Percent cb 


fenge 








1972-78 


1.8 




10.9 ' . 


-2.4 


■ 12.4 


8,3 


24.1 


-3 8 


1977-78......I... 


........ -0,5 




0.6 


-0.3 


07 


* 0.4 


1.6 





Percent of beds occupied 

SOy^CI: (American Hospital Aiaoqiailen, 1975-79). 

by only 3 and 8 percent, respectively, and ttieir occu- 
pancy rate and average length of stay declined by less 
tharr 3 and 8 percent, respectively, 

There were significant changes in the distribution 
r of community hospital and hospital beds by hospital 
bed size. Generally, the larger the hospitals, the 
hjgher were- their rates of increase. This was true for 
both major bed size categories (i.e., small, medium, 
and large) and the further breakdowns by bed size 
within these categories (table C). The most signifi- 
cant increase occurred in the number of large hospi- 
tals (400 beds or more) which increased 20 percent 
from 464 to, 557 during 1972-78. Medium-sized hos- 
pitals (100-399 j6eds) increased 12 percent, In con- 
trast, -the number of small hospitals (less than 100 
beds) declined 8 percent * 

Small hospitals had 147,000 beds, which account- 
ed for 15 percent of community hospital beds in 
1978 (see table D). Xarge hospitals had 324,000 
beds, about one- third of all hospital beds, and medi- 
um hospitals had 504,000* beds, a little rrfore than 
haff of all hospital beds, In terms of percent changes, 
the number of beds in small hospitals decreased by 6 
percent. For large hospitals, beds increased by about 
one-fifths " - > f . 



Regional Differences 



As note*! earlier, the ^number of hospitals in the" 
United States increased about 2 percent fr^om 1972 to 
1978,, Jioweyer, regional differences' were evident 
(tables E and F) Whilf Hjbspital lumbers in the New 
England, Middle Atlantic, and Pacific Divisions de- 
creased by les^s than 4 percent, other divisions had 
increases . ranging from 2- percent ^for East North 
Ce n t ral to 8 percent fo r So u t h A tj antic " ; * 
; Fr^i 1972 to" 1978 * the number of % hospital beds 
thy^niied ^States increased 11 percent 
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G 878,600 to 975,400, Unlike th% regional Variations 
evident in the number of hospitals, with some .divi- 
sions increasing and others decreasing, all of the 

,1 divisions showed increases in the number of beds, 
ranging from a 2-percent increase, in the Middle 
Atlantic Division to a 21 -percent 'increase in the" 
South Atlantic Division, These increases are in lirje 
with the previous findings that hospitals tended to 
expand their bed size, and that the numbers of hos- 
pitals and hospital beds increased in Tavor of large 
hospitals during the period under study. 

In measuring the adequacy of hospital facilities 
within a division, it is more meaningful to examine 
the bed-to-population ratios than the^ number of hos- 
pitals or hospital beds alone. The ratio provides a 
standard measure of hospital facilities- relative ip pop- 
ulation. In 1978, the hed-to-population ratios of the 
Central Divisions ranked the highest,, with Vft$t 
North Central being first (5,82 beds per 1 ,000 pbpu-7 
latlog), followed by East South Central (4.86) and. 
East North Central (4 69), Pacific (3,57) and Moun- 
tain (3.83) were the only divisions with less than 4 
beds per 1,000 population." Other divisions fell in 

/between. 

For the United States, the namt^r of beds per 
1^000 population increased 6 percent from 4.21 to 
' 4.47 during 1972-78. The hed-to-population ratios" of 
the divisions, showed, increases ranging from 1 per- 
cent "for New England to 14 percent for East "South 
^Central. The ratios for the Mountain and Pacific * 
Divisions decreased by nearly 3 percent. For* some 
divisions, the bed- to- population ratios Increased and 
then decreased with peak Values sdmetime during 
1974-76; However,-- because some changes were^slight 
and the observation time period was short, the peak 
^•values may not be significant, , 

The> Southern Divisions expanded f ihe most in 
^terms'of the numbers of hospitals, beds,\and bed-to- 
popdlation ratios. For, the New England and Middle ' 



; ;, * Table B. Distribution of community hospitals, beds, and services, according to type of ownership! 
J United States, 1972 and 1978 



YeajLsna? ' , 
' i fypf of 
ownership 


: Number 
of 

hospitals 


Number of 

beds in 
thousands 


Occupancy 
raft 1 


Admissions 


Average 

daily 
census 


Outpatient 
visits * ; 


4vefage 
/e/igr/r 
of stay 
in days 


& ■ - " 








Number in thousands 




All ownerships 


' 5,748 


879 


75,4 


30.709 v 


663 


162,668 


79 


Private nonprofit 

Proprietary .^^a,, 

• State-local y 


3.301 

f gg 


617 

.■Of 


77.5 

Aft 7 

Sg, / 


£ 1 iQUC 

2,161 


39 


111,317 
7,843 


8.0 

6.6 


government 


* 1.707 


205 


71,0 


6,686 


146 


43,510 


ao 


: 1 9 / Q 












.7' 




All ownerships 

^ ■ 


£651 


975 


73,6 


34,50ft 


718 


201.931 


7,6 


Private nonprofit 

Proprietary ,....>? 

State-local 


3,339 v • . 

732 / ; 


683 
81 


76,2 
' 63,8 


24,428 
■ 2,880 


52Q f - 
52 


141,682 ', 
8,911 


7 ft 

r .Q 
1 8,5 


* government 


1^80_ 


211 


69,2 


7,198 


146 


51,157 


7,4 

[ 


VPmc&ni of beds occupied. 
















SOURCE: (American HospiU 


il Association. 1 973=1 















Table G, Distribution of community hospitals and percent change, according to hospital bed size.- 

United States, selected years 1972-78 



, Hospital bed size 



Year * ■ Total Small * Medium , Large 



6 ~ 25- 50- TOO- 200- , 300- 400- 500 or 

24 ■ 49 99 199 I 299 399, 499 more. 



■ • ■ Number of hospitals . • 

1972,,,;,,,,. 5,746 330 . 1.223 1.483 1 ,2S4> -\ 624 . 368 - 205 ' 259 

1977 ..... 5.881 283 1.108 • 1,442 1,401 713 380 243 * 311 

i97B ..... 5,851 > 268 , 1.075 1,444 1 ,398 717 . 392 240 317 

. - = , : Percent change . . • t • 

1972-78 t 8 -18.8 1 -12.1 2.6 hV.S 14,9 . 6 5 17 1 22 4 

1977-78 ., 05 -5 3 ' -3.0 0.1 -0.2 0.6 3.2 -1,2 %:$ 



SOURCE; (American Hospital Association" 1973-79) 

Table D. Distribution of community hospital berfs and percent change, according to hospital bed size: United States, 
* ^elected years 1972-78 , V. . 



Hospital bed size 



Year Total ' Small Medium i Large 

----- — — — — - — * — - r *— — 



6" 25* 50- TOO- 200- 300- 400, BOO or 

24 49 99 199 * 299 399 499 * /Wo 



* * 0 " ■ '" r . Number of beds in thousands ■ . •« , 

■W' 2 - 879 6 44 106 176 150 1J5 89 * 182 

W? 969 5 40 104 196 173 129 108 2l4 

1978 975 5 39 103 197 174 . 133' 106 218 

• Percent change 1 = 

19.72-78.... HO ' -116 -2.1 119 15*7 6.4 18.9 196 

1977=78 ,. * 0,6 ME 3 ~ 25 <" 04 0 5,9 3\ -1.4 1,9 

SpUrtCI; (American Hospital AaslEatlon. 1973-79), ^ - : = ~ — *~ " " " 
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Table E Community hospitals, beds, and services, according to geographic division: United States, 1978 



Geographic division 



Numbmr 

• ot ; 

hospitals 



Number of 

beds in 
thousands 



United. States, 


5.851 




9754 


New England. .;.<<.. ...... 


259 




510 


Middle Atlantic 


636 




167.9 


South Atlantic 


. . 809 




140,6 


East North Central.. 


910 




193.2 


East South Central ... 


484 




68,0 


West Ndrth Central... 


799 




99,0 


West 'South Central... 


■ 853 




loas 


Mountain^....-.....-. T.. : 


362 " 




39.4 


Pacific 


739 




106,5 



'Ratios are based on 1978 preliminary estimates of the population. 
"Percent of be^a occupied. 

SCARCE: (American Hospital Association. 1973-79; U.S. Bureau of the Census, 1979). 



Beds per 

hpoo 
opulation 1 


Occupancy 
rate 

. — . — - -r— ., 


Average 

) i~\ r\ n i hi 

senyin 

Of 5 fay 

in da ys 


— — •• - - 

4.47 

" J 


' - : 73.6 


r — - - • i 

; 7.6 

. ... __._!!=.._. -<- >J=: 


A IS: 


_ . ....... 

77 e 
r i .Q 


8.1 




817' 


9.1 ''■ 


4.33 - 


73!? 


74 


4 69 . 


75.5 


7.9 


4,86 \ 


74,2 


7.0 


5,82 


69.7 


. 8.1 


4.57 . 


68.0 


V , 6,5 


'3,83 


676 


6,5 


3.57 


66.5- 


6,4. 



f able F. Percent change in community hospitals, beds, and services, according geographic division: United States, 1972-78 

Geographic division 



Number 
of 

hospitals 



Number of 
of 
bads 



Beds per 

1,000 
population 1 



Occupancy 



re f€r 



Average 
length 
of stay 



Percent change 



United States,,,. 


1.8 


11.0 


62 


New Englaod 


-3.7 


2,4 


12 


Middle Atlantic.,.,.., ,.. 


-3,0 


2.3 


4.6 


South Atlantic 


8.2 


20.6 


11.3 


East North Central . .. 


1,9 


mo 


" 91 


East South Central ... 


3,6 


211 


14,1 


West North pentral... 


2.3 


1 1.2 


as 


West South Centra! .. 


3,4 


186 


7.5 


Mountain, .,. ...... 


1.4 


12.6 


-2.8 




-1.5 


6.9 


-2,5 


'Ratios are biased on 1978 preliminary estimates 


of the population. 




-Percent of beds occupied-. 








SOURCES {American Hospital Associ, 


atien, 1973 


-79; U.S. Bureau of the Census 


. 1979). 



2.4 

0,8 
0.9 
=4.5 
-2.7 
-4.3 
-1.6 
-4.9 
-2.0 
-1.2 



-3.8 



■I 

-4X 
-2.6 
-7.1 
-1.5 
-3.0 



Atlantic Divisions,' the numbers of beds and^d-to- 
populalion - r&lios were up only slightly, while p the 
numbers of" hospitals 1 decreased. For the Mountain 
Division, the numbers of hospitals and beds in- 
creased, but not as rapidly as their population, and 
this resulted in a lower bed-to-population ratio in 
1978 than in 1972, For the Pacific Division, a rela* 
tjvely small exgan.yon of hospital beds with a reduc- 
tion in the^umher of hospitals arid V relatively large' 
population growth resulted m a reduction of nearly 3 
percent in its be d - 1 o- po p u 1 a t i o n ra Ho , 

The occupancy rate of hosp^als in the United 
States was 73,6 percent in f 1978, compared with 754 
percent in 1972, For the divisions, the rate ranged 
•from 67 percent for Pacifiaun 82 percent for Middle 
Atlantic. The pattern of oreupancy rates across the 
\li visions was somewhat dilTerenj frgm that of the 
hexl-to-pcipulutinn . ratios. While , the Pacific, and 



Mountain Divisions had the lowest occupancy rates 
as well as bed-to-population ratios, the Eastern Divi- 
sions rather than the Southern Divisions had the 
highest occupancy rates. 

With the: exception of the New England and Mid- 
dle Atlantic Divisions which had slight increases, all 
of the divisions experienced, decreases in the occu-" 
pancy rate, ranging from 1 to 5 percent. Similar to' 
t he.' 1 b e d - 1 o - p o p u I a t i o n ratios, some divisions had 
*pSm occupancy rates sometime during 1974-76. 
Again, because some changes were slight and the'ob-. 
servatidn time period was short, the peak values may 
not be significant, '■ 
■ The average length of stay in the United States 
was 7,6 days 5 in 1978, compared with 7.9 days in 
1972. A slight reduction in lengths of stay occurred 
in a[F divisions, ranging from 2 percent tor the 
Mountain Division to 8 percent for the West South 
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Central Division, In 4978, lengths of stay ranged 
from 6:4 days tor the Pacific Division to. 9,1 days (or 
the Middle Atlantic Division, Ranking among the ■ 
divisions was similar to that fur occupancy rates, : 
although the West North Central Division which 
ranked sixth in occupancy rate, ranked second in 
average length of stay; 

Health Planning Goals , ^ 

The National Guidelines for . Health Planning 
prescribe fewer than 4,0 non-Federal, short-term 
hospital beds per 1 ,000 population, and at least an • 
80-percent occupancy rate for u health service areas, 
except under extraordinary circumstances (Health 
Resources Administration, 1978), When the number 
of beds per 1,000 population is larger than 4,0 or the 
occupancy rate is less than 80 percent, excess bed 
capacity .contributes to the high cost of hospital care 
with little or no health benefit, inappropriate use of 
* beds can also increase the hospital charges to patients 
and push up health care costs, % 

The bed- to- population ratios and occupancy rates 
of the United States in 1978 were farther" away from 
the guidelines than ;in 1972, The bed- to- population 
ratio was up from 4,21 to 4,47 pet 1,000 population, 
while the occupancy rate was down from 75,4 to 73,6 
percent. All the divisions experienced an increase in 
\ thqir bed- to 1 population ratios, except the Pacific and 
Mountain Divisions which were the only ones in 
1978 having ratios of less than 4 beds per 1,060 pop- 
ulation (3.6 and 3.8, respectively). The South Allan-' - 
tic Division had a ratio of 3,9 in 1972, but it in- . 
t creased to 4,3 in 1978, According to the guidelines, ' 
programs should be designed and implemented to 
reduce the bed- to- population ratios. 

As to the occupancy rates, all the divisions were 
be low 80 percent, in 1972, except the Middle Atlantic 
Division with 81 percent. By 1978: all the divisions 
declined slightly while the Middle Atlantic Division 
rose slightly. The result was that only the Middle 
Atlantic Division had an^occupancy rate above the * 
80-percent goal, while the other divisions were even 
farther away from the guidelines in 1978 than they 
were in 1 972, '•' 

To contain hospital care costs, appropriate utiliza- 
tion of existing bed facilities, constraints on hospital ■* 
bed capacity growth, and improved planning and 
management are needed, Incfeased occupancy rates 
should 'not be achieved through unnecessary hospital 
mlnvjssions or increases in lengths of stay. fa 

Summary 

On the average, hospitals tended to expand their 
bed sizes, and the increase was in favor of larger 
^ hospitals, From 1972 to 1978, the total number of 



community hospitals increased only slightly; but the 
numbers of beds, admissions, average daily census, 
artd outpatient visits all increased substantially, 
Proprietarf hospitals had the highest percent increase 
. in inpatient serviced, measured by the numbers of 
beds, admissions, and average daily census, but they 
had the lowest percent increase in outpatient serv- 
ices Private nonprofit hospitals had the highest per- 
cent increase in outpatient services among all types 
of ownership. 

The expansion of larger hospitals and bed size in 
the South led to higfter rates of increase in bed-to- 
population ratios, Pot other geographic divisions, in- 
creasing numbers of beds and slightly decreasing 
lengths of stay resulted in a slight reduction in the 
occupancy rates, except in the Mew/ England and 
Middle Atlantic Divisions, From 1972 to 193§, the 
bed- to- population ratios rose from 4.21 to 4,47 beds 
per 1,000 population in the United States, the occu- 
pancy rate declined from 75.4 to 73,6 percent, and 
the average length of stay declined from 7,9 days to 
7,6 days. The bed- to- population ratios for the divi- 
sions ranged from 3,57 per 1,000 population for Pa- 
cific to 5.82 for West North Central. The occupancy 
rate ranged from 67 percent, lor Pacific to 82 percent 
for Middle Atlantic. The average length of stay 
ranged from 6.4 days for Pacific to 9.1 days for Mid- 
dle Atlantic, Generally, the Central . Divisions had 
the highest bed- id-population ratios and the Eastern 
Divisions had the *highest occupancy rates and 
.lengths of stay. The Pacific and Mountain Divisions 
ranked the lowest in terms of the bed-to- population 
ratio, occupancy rate, and length of stay. 

From the standpoint ofjite national health plan= 
ning goals, only the Pacijjfl^fp Mountain Divisions, 
had fewer than 4 beds perT,000 population, and only, 
the Middle Atlantic = JBtifcion had an occupancy rate 
higher than 80 percent-Some divisions; (e.g., West 
South Central) showed 'peak values In bed-to- 
population ratios during - 1 9J74-76, followed by„a de- 
cline which may continue (k 4 beds per 1,000 popu- 
lation or lower in the future. However, because of 
the slight changes and short observation period-, it 
would be premature to project a continuation of this- 
dec lining trend. Similarly, no favorable trend toward 
planning goals can be projected for the occupancy 
rate, Differences in the number of beds, occupancy 
,rates, and lengths of stay across the divisions indicate 
a continuing uneven distribution ..of hospital 
resources and services relative to population needs, 
ami relatively less efficient use of "hospital resources 
in certain geographic regions of the country * 
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Nursing Homes: Public Expenditures and 
Public Policy 8 



Overview 

The annual growth rate in expenditures for nurs- 
ing home care for 1967-77, . which averaged more 
than 20 percent per year, was principally fueled by 
inflation (14.88 percent) and to a lesser extent by 
changes in the number of residents being served 
(5.44 percent) (Worthington, 1975; Gibson, 1979; 
National Center for Health Statistics, 1972a and 
1979), The latter figure was affected by a eombina- 
tion of two factors as follows: 

* 3,85 percent resulted from increases in the si?e 
of the at-risk population, i.e., "people over 65 
years of age (U.S. Bureau of the Census, 
1974); - V = 

• 1.59 percent was , because of hjgher rates of 
utilization among those at risk. 1 

In shofrt, inflation, a greater number of elderly 
people, and an increased tendency among the elderly 
to use nursing homes raised expenditures for nursing 
homes by rates of more than 100 percent every 5 
years during most of the last two decades. In 1977, 
more than 1.1 million -people 65 years of age and 
over resided in 18,900 nursing ^homes. These 
residents accounted for 4.8 percent of the U.S. pop- 
ulation 65 years of age and over (National Center for 
Health Statistics, 1 979), 

In 1978, 46 percent of the financial support for 
nursing home patients came from Medicaid, the 
Federal and State- cost-sharing program for the poor 
(Gibson,- 1979), Most of the remainder came from 
the patients themselves. Medicare, the federally sup- 
ported health insurance program for the aged/ pays 
for little nursing home care. It covers a maximum of 
100 days of care per episode, only if "the level of 
nursing home care required is skilled care; A patient 



co-payment of 20 percent of the charges is also*re- 
quired after 20 days of a stay, Furthermore, the 
skilled care admission must be preceded by a 3 -day 
hospital stay necessitated by the same problem. 
Combined, these criteria usually ensure that Medi- 
care nursing, home coverage is limited to post acute 
rehabilitative care rather than the maintenance care 
that many nursing Home residents need, Conse- 
quently, in 1978, Medicare provided only 4.7 percent 
of nursing home support (Gibson, 1979), 
t . Figures for 1977, the latest reporting period, show 
that 39 percent of all Medicaid expenditures were de- 
voted to nursing home care (Health Care Financing 
Administration, 1979a), Since a, substantial portion 
of Medicaid dollars come from the States, it as 
understandable why the States have acted to try! to 
slow the dpllar outflow. 

Within the broad discretion granted them by the 
Medicaid legislation, the. States have attacked the two 
principal components of increasing costs— 
reimbursement rates and utilization rates— in the fol- 
lowing ways: 

• They restrict reimbursement to resist increased 
outlays. 

• They use utilization review and prescreening 
^programs to keep people from entering nursing 

>mes and force the discharge of those who 
juld not be there, 

• They restrict bed growth through requiring 
certificate- of- need reviews before new beds can 
be built, 

• They, promote and fund new settings for long- 
term care, many" of which are viewed as ways 
of reducing the increasing rate of use of nurs- 
ing homes by the at-risk population. 



'Pre Pi i roil by Wjlhiihi (i Weissen. PhJ) , National- Ccnitfr for 
Health Services Research, and Wjijinm Scarilon, The Urban Insll- 
tute. Washington, t> C . 

'Derived frnm application of i%£ utilization rules to 1977 populu- 
tion siahslies by age category in usiimtjtti what utili/ation'rutes 
would have been rn L*)77 if rates had prevailed* 



Restricting Reimbursement 

* 

Despife acknowledged access problems for some 
patients, the States have been reluctant4q raise reim- 
bursement ratei Nonetheless, ^reimbursement rates 



in Metilcaid homes have continued to rise even fas- 
ter thin rates in the rest of the health care sector 
/(National Center for Health Statistics, 1972 and 
[ 1979; Economic Report of the President, 1979), 

One factor that may have contributed to increased 
rates despite resistance from the States was a 1972 
Federal mandate which required that the States en- 
sure their reimbursement rates were not arbitrarily 
set, Rather, the Federal law required that rates must 
be reasonably related to the costs of rendering care 
(1972 Amendments to the U S, Social Security Act, 
Sec, 249), The intent of this law was to avoid possi- * 
ble adverse effects on quality of care because of low' 
rates, f 

Effectiveness in cost con&inment exacti a price in 
other ways, however, Skimming— the practice of 
picking and choosing among^ applicants to select 
those easiest to care for— is apparently one unwanted 
effect of low rates. Though many pursing Jiome ad- 
ministrators deny the existence of this practice, re- 
cent research suggests that the potential, is great, and 
some evidence shows that it does happen 
(Governor's Commission to Study Problems in 
Nursing Homes, 1973; Wi|lemain, 1977; Scanlon* 
k980). Facing a sellers' market because of bed short- 
ages, some administrajors avoid patients who would 
require care beyond the ability of the home to render 
it without additional, expensive staff Additional staff 
might drive the home's average daily cost above the 
cap or flat rate, or reduce profit. 

The result is that many Medicaid-eovered patients, 
especially those who require more than average care, 
have a difficult time securing admission tp a nursing 
home. Often, such patients are inappropriately kept" 
in expensrve hospital beds while awaiting nursing 
home placement (U.S. General Accounting Office, 
1979; National Capital Medical Foundation, 1979), 

Utilization Review 

Whether the States' utilization review efforts have 
been successful in keeping out of nursing homes 
people who would be better off somewhere else is $ 
matter^f considerable debate and speculation, Em- 
pirical studies have yielded mixed results. Estimates 
of the proportion of patients who are inappropriately 
placed in nursing homes range from 6 to 76 peicent 
of those n^v in nursing homes 1 (Congressional 
Budget Office, 1977), This range demonstrates the 
difficulty in making reliable estimates of Uie 
problem's magnitude. Whether or not someone is 
inappropriately placed in a nursing home depends . 
partially upon availability of alternative sources of 
care and the efficacy and cost effectiveness of those 
alternatives, Also, important to note is whether or not- 
the placement is a transitional one only until better 
arrangements can be made, Some research suggests 



that placement may also be influenced by the 
patient's choice (Noelker and Beckman, 1979), 

Nonetheless, few ideas have more current appeal 
than an aggressive program of nursing home 
prescreeninfe. Virginia has adopted such* a program, 
and it has received considerable attention from other 
States (Carnes and Cook, 1977), Federal regulations 
already require a ti^yument authorization prior to ad- 
mission (Code of Te^yvpegulations, Sec, 405), 
However^ the emphasis of Virgintotyle programs is 
on whether an alternative^etting would be more ap- 
propriate, not just •on certification that the patient's 
condition meets minimal admission standards. 

Federal Regulations also require the States to re- 
view the ap prop riateness of continued stays in nurs- 
ing homes fljtie of federal Regulations, Sec, 405). 
Patients admitted to skilled nursing facilities must be 
reviewed within 30 days after admission (with certain' 
exceptions) and at least every 30 days for the first 90 
days, followed by a review at least every 90 days. Re- 
quirements for intermediate care facilities are less 
stringent. 

In practice, however, while the States have had 
substantial success in forcing reclassification of pa- 
tients from skilled to intermediate levels of care, few 
States have been willing to take the -additional step of 
trying to force out of the nursing hornefa patient who 
is no longer qualified to remain institutionalized. 
Typically, if the stay has been of 90 days or more,, 
the assumption is that the patient no longer has the 
community resources— home, furniture, or family 
support— to return to the community; 

Certificate of Need 

By 1979, almost all of the States had adopted a 
certificate-of-need law covering nursing homes* 
(Feder and Scanlon, 1980); Though some States be- 
gan on their own, the impetus to broad adoption 
came from 'the National Health Planning and 
Resources Development Act of 1974, w*hieh required 
such reviews. That law specified that State laws must 
require cert ill ca te - o f- n eed reviews for construction 
expenditures of more than 8150,000 and any change 
in bed capacity or servigs. Without such certifica- 
tion, beds cannot be IjdHjfcv civil or criminal penal- 
ties may be i m p °^^^^W^ S tr V ct ' on may ^ e na ' te d 

These Jaws can J^Bm^ft tesed by the States to 
set bed growth I i m i is0^^^^^ sur^py showed 4 that 
of 84,692 bed request's om^aliyvmade to a group of 
Health 'Systems Agencies (comprising 81 -percent of 
ail such agencies) 23 percent of the requests were 
turned down. An additional large number of pro- 1 
posed beds were never actually requested, presum- 
ably because of the prospect of being turned down 
(American' Health Planning Association, 1979; Feder 



and Scanipn, 1980), However, sc^times these 
limits cart produce an inadequate 'supply of beds in 
terms of both need and demand (Scanlon, 1980),, 

. ■ , . . r . , : = . _ \ 

■\, New Settings for Long-Term Care 

1 With the 1972 amendments to the U.S. Socra! 
Security Act (which covers Medicare and Medicaid), 
^Congress authorized the then Department of Health, 
Education, Jnd Welfare, to experiment with care set- 
tings other than nursing homes to see if they would 
provide more effective or less costly alternatives for 
some patients. 

1 Several major experiments have been funded, 
several more are planned, and one has been com- 
pleted. Findings from the completed study are not 
encouraging (Weissert erijJ., 1980; Weis^ert et. al., 
to be published), " « 

The study tested day care and homemaker serv- 
ices for the chronically ill, using a randomized exper- 
imental design. Patients in portions of sixj cities were 
offered one or the other service as an additional 
option under their Medicare program. Another group 
of patients did not receive- the new service but con- 
tinued to receive their Medicare-covered and, if 
.poor, MeJicaid^eovered services. Who received the 
service and who did; not was decided by random 
'choice once a pool of eligible beneficiaries had been 
selected, This ensured that those who received the 
new service were similar or identical to those who 
did not. After 1 year, the groups were compared. 
Day care showed no significant contribution to pa- 
tient ■functional abilities (physical or mental), patient 
contentment of social activity level, . Unexpectedly, 
institutionalization was not reduced by the yew serv- 
ice Indeed, institutionalization rates in the control 
group showed that most of the patients who used the 
new service were probably using it as an add-on to 
existing services since they were not the type «f pa- 
. tient who would go into a nursing home* Home- 
maker services similarly provided few benefits and 
were used as an add-on. Homemaker services did 
raise patient contentment by a small amount and 
. may have indirectly extended life for a few patients. 
Again unexpectedly, homemaker patients experi- 
enced increased use of hospitals, and it may have 
been these higher rates of hospitalization which kept 
patients alive longer. Each of the r^v services raised 
costs considerably — 7 1 percent for day care and 60 
percent for homemaker services when compared to 
costs for the group which did* not get the new scrv-- 

* ■ ■ 

.'Limited experience with home healih cure tugged lhai jt 100; 
muy increase total health services use illnninimiil; h)79>. Ailtfi- 
rf ii«rml research is hejrm sponsored the National Center for 
Health Services Keseurijii. = , 
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These results suggest that it may be difficult; to 
design new services that will actually function ai al- 
ternatives to institutional care rather than as simple 

s expansions of benefits. Yet research in1he field has 

v barely begun, and new configurations of services are 
currently being designed that may provide better 
flexibility to patients, thereby increasing the likeli- 
hood that patients will use only what they need. This 
could keep costs down and increase the probability 
that the right types of patients will' be served, : 

Particularly promising is the effort by ffee Depart- 
ment of Health and Human Services to test the ef- 
fects, of providing a case management function to 
elderly patients living in the community, This as- 
sumption is that social and health care specialists will 
be able to assess an elderly person's health and social 
needs, and. then design and implement a plan to en- 
sure those needs are met. If successful, some pa- 
tients who -are now going into nursing homes be- 
cause they need certain unavailable services might 
find their needs met by arrangements made by the 
case manager (Federal Register, 1979). 

Another group - of alternatives are institutions 
sometimes called board and care homes or personal 
care 'homes. At present, there may be more than 
200,000 beds in this type of home certified by. the 

* States. In addition, many housing units known as 
congregate living facilities have been funded by 
Department of Housing and Urban Development 
grants as well as private enterprise, Exactly how. 
some of these differ from the lowest level of nursing 
homes othdr than in name is not yet clear. But the 
movement toward funding from social service and 
housing dollars rather than health dollars may have 
Important implications for the health orientation of 
th^ facilities, They may emphasize social and 
residential care without as much emphasis on health 
care as is required by nursing home certification reg- 
ulations. This could make them less expensive, but it 
could also mean they are less effective or appeal to 
the wrong group, i.e., people who are not potential 
nursing home residents. Certainly, if they, do serve 
as substitutes, one effect may be to save the States 
money by shifting costs to programs that do* not in- 
volve large State matching requirements as does 
. Medicaid, „ 

Despite such efforts, nursing home expenditure 
growth in one form or another seems inevitable at 
least for the foreseeable future. As the elderly popu- 

« lation increases and new discoveries are made to ex- 
tend life, ^more patients will enter nursing homes 
limply because their medical and nursing needs are 
so great that they cannot be met without continuous 
care, Demand already exceeds supply of homes in- 
most States, and the gap is likely to widen. Research 
is needed pn the potential benefits and feasibility of 
improving reimbursement policies to encourage 
.homes to operate efficiently whift admitting only" 



those patients who cannot be effectively served 
somewhere else (Weissert el. al.", 1980); Increased 
Federal participation may also be demanded to offset 
some, of the burden on the States, Pressures may 
also build to increase the proportion Of the* Federal 
budget devoted to services for the elderly above its 
current level of more than 30 percent of all Fedefal 
expenditures (Samuelson, 1975), In the, meantime, 
the States are -likely to use their policy tools of 
restrictive rates, uxiffzation review, certificate-of-need 
review, and promotion of alternative care settings to 
hold down nursing home bed and expenditure 
growth. 
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Health Care Expenditure 



National Health Expenditures 

Total, health care expenditures in the United 
States for 1979 were $212.2 billion, a. 12,5 percent 
increase over the previous year," and slightly greater 
than the 1 1.3 percent Increase in the gross riatjonal 
product (GNP), for 1979 (table 60). During the past 
two decades, the health care share of the GNP in- 
creased from 53* to 9.0 percent. This has given rise 
to concern, that health care expenditures are rising 
too fast and that the absolute levels are too high. 
Therefore, an understanding of the patterns and 
trends in the various components of health care 
spending is desirable. 

This section discusses the components of expendi- 
tures for health care, and explains 'some of the rea- 
sons they are increasing. Health care prices are in- 
creasing, because, among other things, the costs of 
inputs are rising. Utilization is increasing because of 
the growth and aging of the population. Aiso, the na- 
ture of health care itself is changing as medical tech- 
nology advances. 

One of the most important factors contributing to 
the relative growth of the health, care sector was the 
growth of the hospital sirbsector. In 1979, 40,2 per- 
cent of ^iptal health expenditures, or $85, 3 billion, 
was for hospital care, a 12.5 percent increase over 
the previous year. In 1965, by comparison,, hospital 
care accounted for 33.1 percent of national health 
\*a re expenses. 

Since hospital care has accounted for an increased 
share of the .total health care dollar, it has been 
responsible for a disproportionate share of the rela- 
tive growth of the health care sector during the past 
15 years. However, during the past several years, the 
expenditure share for hospital care has, remained 
stable. This was largely the result of increases in the 
expenditure share for nursing home care, thus show- 
ing that other suhsectors are not immune from the 
inflationary pressures that have long piagued the hos- 
pital subsector (table 68). " ■ • ■ 

------ - - # 

••Prepared by -Marsha. Ci". Cinklforb. Ph.!).. MurtapC: llornbmok, 
PhD.. Jcycc V Kelly, ami Alan C Monheh. Ph.D.. National 
C^nicr jfir liuiiliK Services Kcseurwh . 
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. Other long-run trends in expenditure shares that 
should be noted are: the decrease for drugs and drug 
sundries, from 12,4 percent in 1965 to 8.0 percent in 
1979; the increase for nursing home care- from 4,9 
percent in 1965 to 8,4 percent in 1979; and the de- 
crease for research and medical facilities construc- 
tion, from 8.2 percent ii^l965 to 4,7 percent in 1979 
(table 68), Interpretation of these expenditure share 
changes is facilitated by disaggregating total expenses 

\ into their various components. ■ "!•■ 

Any expenditure has three components— the unit 
price of the item,*the quantity purchased, and the 
qualify of the item (if all of the items are not strictly 
identical). Each of these components must be exam- 
ined to account for the increase in the whole. Specifi- 
cally, the overall rise in health care expenditures has* 
been attributable to: 

• Increases in the price of care, which reflect (1) 
increases jn the prices thaj providers pay for 
their inputs, (2) productivity lags between the 
health cafe sector and other sectors which, in 
turn, require wage increases to maintain vie 
supply of labor, (3) increases- in 1 the marieet' 
power of health care providers, and (4) in* 
creases in the complexity and resource intensi- 
ty of the specific clinical services provided by 
health care providers, 

• Increases in utilization, in terms of the Volume 
of hospital admissions, outpatient and emer- 
gency room visits, office visits, and so on, 

• Increases in the service intensity of diagnostic 
and treatment procedures, 

The relative contributions of each of these factors to 
hospital expenditures are displayed in tab|e/\. Infla- 
tionary price increases in inputs to the hospital (i,e M * 
the cost of labor, food, fuel, supplies, etc) were 
responsible for more than half of the totaj increase in 
hospital expenditures, while utilisation increases ac- 
counted/for more than a tenth of the rise, and the 
remainder Was from increases in Service intensity and 
quality, The procedure used to obtain net service in- 
tensity tends to underestimate its role, because it is 
calculated as a residual and no allowance is made for 
substitution by the hospital in response to changes in 
^prices. 



Table A. Annual increases in hospital expenditures, 
according to components: United States, 1970.79 



Componanf 



year 



rami 



Price 



^ TIQm u*uiTm*i**2 Service 
Qf Qfrmi MM***™ lnt9nslty 3 , 



Pmro$M annuafincrease 



1970 ,..;„,, 


17.5 


7-5 


3.2 


5.9 


1971 


11:0 


6,4 


-*,1 


5:5 


1972..... .... 


12.1 


5.8 


1.6 


4,3 


1973,.; .... 


12.0 


6,0 ■. 


2.5 


3.0 


'1974;..,;.,; 


16.0 


10,1 


33 


to 


1975 , 


M7.5 


10.6 


0,9 


1976........ 


mi 


8,6 


3.6 


5.7 


1977. 


V 1 5.6 


8.1 


1.1" 


5,7 


1978... ..... 


1 28 


8*1 


0,6 


3.4 


1979......... 


13.4 


10:1 


1.7 


1,3 






N 










Avwrnge annua/ increase 




1970-79 ,. 


14.7 


, 8,2 


1,7 















'LabOf. food, fuel, supplies; etc. 
^Inpatieni'day equivalents, 
^Calculated as a residual category 

SOURCES: (American, Hosqtial Association, 1970=79; Freeiand, 
Andffson, and Schandlen 19™, 

Given the sheer number of separate factors that 
can potentially contribute to health qare costs, the 
inflationary problem in the health care sector is 
exceedingly complex, ft involves changes in Input 
prices, the nature of medical technology, the nature x 
and incidence of illness, -and the age and sex distruX 
bution of the population, as well as the nature of pa- 
tient" and provider responses to these changes. No - 
simple answer can explain the behavior -of health . 
care expenditures. Research and policy must employ 
multiple approaches to address the various dimen- 
sions of the problem. 

In the following sections, a brief review of 
research findings are presented on the three basic 
components of inflation in the health care sector: * 
prices, utilization,. and service intensity. 
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One reason why more is being spent for health' 
care is that prices have risen, In this section, the 
overall behavior of health care prices is examined, 
and some alternative, explanations of that behavior 
are offered. Finally, the hehavidr of the cosfe of in- 
puts to the hospital— a .significant inflationary 
-is discussed in more detail. 
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rjstorically, medical care, nr ices' have consistently 
outpaced the groWtH of gareral consumer prices. 
General consumer prices showed an 87-percent rise 

in2 ^ •, 



j= between 1970 and 1979, compared with the medical 
care component of the Consumer Price Index that 
doubled in value over the same period (table ,63), 
Only recently,; as a result of accelerated costs for 
food, fuel, and housing, has the growth in consumer 
prices surpassed that of medical care, - 
. Between 1978 and 19*79, the Consumer Price In- 
dex less medical care grew by 11.5 percent, com- 
pared with 9.4 percent for medical care goods and 
services (table 64). One iQipaet of this inflation is 
that rising prices have been the major component of 
the increase in health expenditures. Between 1973 
and 1979, for /example, 66 percent of the growth in 
health care -Spending could be attributed to prices, 
Further, Sprice increases as a percentage of total 
health expenditures accounted for 72 percent of the 
increase in medical expenditures in 1979 (table 61), 

A disaggregation of the medical care component 
of the Consumer Price Index 'reveals that charges for 
medical care services,' particularly for hospital care, .' 
, had the greatest impact, on the differential in growth 
between medical and consumer prices (table 64), 
Hospital service charges, semi-private room charges, 
and operating rooni charges all showed annual per- 
cent changes in their indices in excess of 10 percent 
for selected periods between 1970 and 1978 (Nation- 
al Center for Health Statistics, 1980b) J Indeed, 
between 1971 and 1978, the adjusted hospital Ex- 
pense per inpatient day more than doubled (table 
-70). Increases in hospital charges have resulted, in 
part, from increases in the cost of goods and services 
that the hospital must purchase to provide care. 
Between 1972 and 1979, the Hospital Market Basket 
Index (American Hospital Association, 1980) in- 
creased at an average annual rate of 8,3 percent^ and 
the National Hospital Input Price Index (Freeiand, 
Anderson, and Schendler, 1979) showed approxi^ 
.- mutely the same 5 rate of change, 

In contrast,' the Consumer Price Index less medi- 
cal expenses exhibited changes of 6,7 percent from 
1970 to 1975 and 7,7 percent from 1975 *to 1979. 
fc During the first half of the 1970 , s, fees for physician 
and dental services grew by; 6,9 "and 6.3 percent, 
respectively, with the former just" exceeding the 
growth in general consumer prices. Between 1975 
and 1979, however, physician fees accelerated to a 
9.7 percent annual rate of growth and dentist fees 
grew by 7,2 percent, both surpassing the growth in 
consumer prices (table 64);= Prices of other profes- 
sional services, such as cytometric services and rou- 
tine laboratory tests* and mcdieai care commodities, * 



'1978 dutii were, used, heca use -fho^inreiiu <>1 Labor S mis lies rc- 
cjassificd medical uirv services unci commoiliiy categories tor 1979 
d.n.i iinchsopurato inlnrmatinn is goi provided tor certain hospital 
"service charges and medical aimmfidit^ 'of efimparison during 
, the 1970S. ■ - ' . ' ' 



such as prescription and nonprescription drugs^ew 
at rates well below t<ft Consumer Price > Index 
between 1970 and 1975, and they have experienced 
rates 'of growth comparable to consumer prices* from 
1975 to (97k / 

Since 1978Yhowever, the growi/h in the Consumer 
Price Index has outpaced the growth in prices of all 
items in the medical care component. Whether this 
latest development proves to be an aberratiorf from 
"or a reversal of the long-term relationship between 
medical care and consumer prices will depend- on fu- 
ture trends in food, Yuel, and capital costs, ^ 

In -any event, the price trends previously discussed 
indicate that inflation is a major factor in the^n- 
creates experienced in the health care sector, despite 
any weaknesses in, price statistics, Hpwever, there ate 
certain methodological problems associated with ap- 
plying 'the Consumer Price Index and its 'medical 
care component to assess price movements. 

The Consumer Price Index has been criticized on 
two counts: for lack of taking changes in the quality 
o£ health services and products into account; and for 
items priced not being representative of actual medi- 
cal treatments and practices. Nevertheless^ the med- 
ical care component of the Consumer Price Index is 
still the most widely used indicator of health care 
inflation', ^ ' ' . ■ . 

Structure of the Market , 

The tendency for .medical care prices to exhibit 
rates of increase historically surpassing those of gen- 
eral consumer prices reflects both the particular 
structural characteristics of the market for, and the 
naiurq of, medical care. The unique factors govern- 
ing both 4he demand for and the supply of health 
care services .have effectively insulated this market 
from those forces which, - under the competitive 
model, work towards efficient use of resources, How^ 
ever; increasing prices- may result frcJfri. changes in 
underlying demand conditions, such as increasing in- 
come or health insurance, and in underlying supply 
conditions, .such as increasing production costs. 

Significant market features of the health care sec- 
tor that havl reduced competition and contributed to 
pricejnfiation include: 

Predominance of third-parly payment for health care 
through government subsidies and private ' health 
insurance. — Since' 1965? ?Sf year before Medicar| and 
Medicaid were implemented, the share of third-party 
payment for health- care services has increased from 
48 percent 1o 68 pfercenUn 1979 (table 67), Between 
1965 and 1978, the share borne by Federal, Sta<e, 
ancf local government increased from 22 percent to 
40 percent, and the share Tor people 65 years W>f age 
and over increased from 30. percent to 63 percent 
.(table 73), Although the. share paid bv private health 
insurance has r remained fairly stable tor the general 



population, its distribution between age groups has < 
altered* The proportion of medical care expenditures^ 
p % aid by private insurance on behalf of people under - 
65 years of age increased from 27 percent in 1966 to 
36 percent in 1977, offsetting the decline 'in such 
, payments for .the eldprly^Jjr&m 15,9 percent^cr5;8 
perutint for the same tinyf peHod ^'National Center 
tor Health Statistics, 1980^) ^ ' -\ 

The proportion ©f the population with some foffn 
of \ health insurance coverage reached 90 percent -by 
1976; The provision of third-party coverage for 
health care expenses separates payer from consumer, 
arid hence $ , provides an- incentive for consumers t$ 
' seek and * providers to supply more medical ^jre 
(Newhouse, v 1977)- s - In the hospital sector,, %vhere 
k thrfd-party payments cover almost 90 percent of the 
costs of pre, the subsidy effect has been fputiti to in- 
crease the demand for both the quantity and quality ^ 
(i.e., sophistication) of car% (Feldstein andTaflor^ 
1 8;77; FeldSteinV 1977). " - / V; ' jf _ 

Role of the physician as agent of the consumer. •— 7 
' Lack of consumer knowledge regarding the identify . 
cation and treatrnerit l pf Ujness and\Iegal constraints 
on the use of medicaPcwe resources have created*a 
re la t io ns h i JT'tft^v h ich the physician acts as ^agenfV 
for .the consumer-patient (Feldstein, 1974), s As such*^ 
the physician demands various, medical care services 
on behalf of the consumer and supplies other medi- 
cal care directly to the consumer, With extensive in- 
. sura nee coverage and fee-for-service reimbursement, 
, . however, the agency relationship has the potential to 
yield excessive resource use. This will occur when 
providers "allow their preferences for inputs or in- 
come ip dictate the mode of treatment, rather than 
concern "over the costs and benefits to the patient of 
alternative types of care. 

The ability of physicians to exercise ^discretipnary^^ 
demand-inducing 3 behavior has led to one provoca- 
tive interpretation that physician fees *a«re set to offset 
the possible deterioration in "target* 1 income levels 
resulting from increases in the physician-to- 
population density. If this view. is correct, past public' 
policy designed to increase physician supply may 
have contributed to the inflation in physician fees, A 
recent alternative interpretation posits that as abso- 
lute physician supply increases, consumer' informa- 
tion on prjiee and quality is more costly to obtain. 
Consequently, consumers are less inclined to seek al- 
ternative sources of care when providers raise prices 



/Technically speaking, two kinds of subsidies to mcdiCtil cure * 
demand jrc'presehi under existing forms of public 'and .private 
health insurance, The (Trsi arises through the decline in user prices 
because of co-puymeni provisions. The second results from the 
ta^ treatment n! employer a nil employee purUi ises of health inr= 
suninee (Mitchell and *Vogel, -.10751/ The latter encdurages in- J 
t re uses in expenditures a for /.heall h insurance, and this leads to'^n- 
creased medical care utili/iition us tfiscussed above. * 
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in. physicialWich marker* areai ° (£auly -and 
Sattertrjwaite, 1980), However, the available empirk\ 
. cal research has failed! to reach a consensus, in sup- 
pott of 'target , income or demand-induckig behavior 
" ■ ai the primary mechanism governing the market for 
physi&iansVservices'(S|oan^md Feldman, 1978), Re- 
cent "evidence suggests thin while physicians have 
sortie degree of market power, their ability to raise 
,-. t fees is limited by market forces (Hadley; Hoiahan 
and Scanlon, 1979), " 
Provision of a significant portion 'of medical care 
S1 hospital) and insurance services » by nonprofit * 

. institutions, —S inee managers of nonprofit "fitms can- 
^?not distribute ^profits 1 * separately, incentives arise to , 
depart from the most profitable or least costly mode 
A - of operation lor producing a* given product; Conse- 
quently, the production and distribution of medical 
- eare « and health insurance services' organized on a 
■ nonprofit basis have been characterized by a variety 
; of nonmonetary considerations/ These /include 
• ' enhancing the prestige of the institution, expanding 
r," . lhe quantity and/or, quality of : hospital' output, 

* • and broadening the scope of insurance coverage 
' (Clarkson v 1 §72; Jacobs, 1974; Bays,, 1979; Freeh, 

' 1 976; Freeh and Ginsburg, 1978): - V v 

7 Competition ^among^nonpront hospitals is not like-' 
'y !9 ; W based upon price, but rather up^n the availa- 

* " \ b jiil y of yechnicaHy sophisticated, cost-enhancing 
^ ^services (Salkever/ 1978). Similarly,, nonprofit and 

; commercial health insurers have -been alleged to 
compete through completeness of 'insurance cover- 
age, which has th@ effect of increasing the demand 
- , artkJ cost of medical care, rather than .through premi- 
ums on a . common insurance policy (Fre,ch and 
. Ginsburg, 1978),, 

Reimbursement of hospital .services on a cosh incurred 
1 basis and of physicians on a fee^/hr-servke basis.-— \n 
recent years, more than 50 percent of the revenue 
' received by hospitals has been determined -retrospec- 
tively on the basis of actual costs incurred (Amencan 
; Medical Association; 1978). VOn' this basis, it/has 
been, possible for hospiiajs to "pass the costs of exces- 
sive resource use and expensive medical care tech- 
nology to third-party payers. Fee-for-service payment 
of physicians may also' encourage increases in the ■ 
■ provision of services, since income Is tied to units,-pf 
service provided iMonsma, 1970; Pauly, 1970; 
Reinhardt, 1975), . ■ " "■ 

tn addition, broad application of "usual, cus- 
tomary, and reasonable" reimbursement criteria (as 
in Medicare and BIue.STiield plans) can lead to infla- 
tion in fee structures. .Under such / a payment 
- mechanism, the physician's customary charge for a 
procedure j s the median charge by that physicrajn in 
the previous calendar ; year. The, 75th percentile of 

* such customary charges for all physicians (often ad= 
justed for specialty) determines the prevailing charge. 
The reasonable charge (i.e. the maximum amount to ■ 

104 ^ , ■ ■ . 
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be, reimbursed in the next fiscal year), is the lowest n 
amoujnt of ihrgq charges r -th& actual* cnargC bijjled, : 
the customary >riargfi, or the prevailing 4 chargfe 
(Schieber et bT.;. 1976): Physicians have little incen- 
•tiye to compete by price if' pay mem Js Trrmde at . the 
prevailing charge level in the area, Since sueK reiri> 
• bursement is based upor> the distribution of actual ■] 
fees, s an; Increase in fees oT^all provider^ in. the area- 
can raise future reimbursement levels, ' : - ' . 

To counteract this potential problem, regulations 
.were promulgated in 1976 to -limit increases in pre-/ 
vailing charges under the' Medicare and Medicaid' 
programs to those rises in the cost ofmiintaining ah 
office .practice and in the general earnings of the la- . " 
bor force. - This has reduced Medicare reimburse-' - 
■ments to ; physicians below what they would have 
otherwise been, But the regulations do not address - . ~ 
how physicians determine actual patient- charges. 
Moreover,, as physician fees continue to escalate fas- 
ter than the charge limits, an increasing number of 
claims will he^pakl jrthe, Medicare prevailing charge, 
so that existing |eographic a nd spec ia I ty re i m b u rse- 
ment differences become incorporated into a de facto 
fee schedule for Medicare. Such a scheme may pro- 
vide inappropriate signals- regarding' current demands '* 
for the various, types of physician services; and it ' 
may provide incentives for unnecessary utilization of 
these services (Burney et al M 1979). " 

.Barriers, to entry, input substitution,. ana 1 price 
information. - Legal requirements .such as "occupa- 
tional licensure seek to protect tjie public by main- 
taining quality standards, but they may inhibit poten- 
tial cost savings, by impeding .substitution* of lower * 
■ salaried .personnel orf given tasks (Freeh/ 1 1974; 
/Monheit, 1980; White, 1978), State I^ws and infor- 
mal prohibitions on advertising by professional asso- 
ciation^ have had the effect of making it more diffi- 
cult for consumers to secure information' on price 
and quality, thereby preventing them £rom Consider- 
ing these factors in 4heir decisionmaking (Ben ham, 
1972; Feld'man and Begun, 1978). 

Costs of Inputs 

'The structural factors listed above act to impede \ " 
possible cost-saving responses by' providers. This be- A 
comes even more significant when their costs are rls/ 
ing, A summary of the changes in the amounts, mix, 
and prices of inputs, employed by one, particular set " * 
of providers— hospitals— over the past decide illus- 
trates this point. 

Quantity of hospital w/w/s.— Labor, capital, medical 
supplies, food, and purchased services, are t^e pri- 
mary inputs used to produce hospital services, Hos- ' 
pitaf labor intensity per patient day increased by 19 
Percent between 1971 and 1978, ; On- the average, 
hospitals employed 272 persons per 100 patients at 
tfie beginning of the 1970%; by^l978, 323 hospital 



^ ernployeel service/' 1 00 patients ;(mbie iO^^ha^^V 

Cijifles ^idtservps halfl nereased\ Wrkedjy duimg * 
' iS , ftie pai^twfr derfade§ ( RusselU 1 97«5)^rifexalmpl^ / 
1958, api^oiUmately 25 percent o^rge. cotnmui^ / 
ty hospitals (3pG or mooted*) ceoprted" 'haym&'mt 
injf flCU), fey 1976,-jfriost large hos^i/ 
the preserve , oT l poth - tQJ's /awj-jj 
/units (CCU's),, while 57 percerfrtr 
1 Jiospi tals (200-299 /beds^ and ^Pp" 
jr hospitals (100-19^ : beds); also report- 
ed theif prefsbnee (Russell, 1979)/ The first en^s/age . 
^u,h* ^AnMmi'iuflA ^etibiished in the early - 
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rengl ijialyfcis, programs w,ere, es 
196'0"s> By 1976, more 'than 50/percent of Jaj^e^os- 
pitals, and 20 percent of > medium-sized hosp/i(als re- 
potted treatment programs (Russell, 1 979) 
^ Looking at 'specific items je( equipment sirnite 
rates of/diffusforv^afe documented: For example 
I960, approximately 70 pereefnl of large holpital 
ercentfof modiunvslzed hospitals,. and lO/pdree 




smallerf hospitals reported" the presence l( afkele'e- 
troenefephalograph iEEGK w the late 1 9 JO's* almost 
100 rie-rcent of large hospitals -reported ; their - pres- 
ence J foIlo.Wfe.diy -90 percent, of; medi unitized TipSpU 
tals irfd 40 percent oY- smaller -hospitals -(RusplI, 
1979* r Availability of real assets provides a more 
comprehensive indicator pf capital. 3 . Real assets^ per 



bed Increased by 28 percent and real assets per U,000 
population Hncreased by 37. percent daring the period- 
1971-77 (Schweitzer , 1f98G). 4 ( - ] 

nothbr fl view of input lUse by hospitals can be pro- 
vided by average expenditure share per operiring:, 
dol ar .fer variou^^penie categories. Data fori 1977 
iridcate* that payroll expenses,, employee benefits, 
ancj capital expenditures comprised the three largest 



cat :gones 
Anderson, 



tioi in labor arid fion labor shares ovef 
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of .hospital 
and *3chendler, 



/enditures . (Frdeland, 



1379), Looking at 



time. 



varia- 
t6tal la- 



costs have declined fr#rp 64 percent to 37 per- 
cent of total hospital costs; since 1971 (table 70). 
Thus, using the total operating budget as an -output 
\ pre xy, the hospital industry is becoming relatively 
mere capital intensive, ! ' .■ 

Hospital wages. — Between jl 959 and 1969,' hospital 
wages increased at a rate of jnbre than 1 percent an- 
nually above wage, increases jin all industries (Fuehs, 
1915) / Many observers argued that hospital employ- 
ees were Simply ''catching up" since 1 their wages had 
been low relative to comparable employees in other 
indlistri.es. Using 1960 and 1970 Census data, ,Fuchs 



^Lack of uniform hospital financial accounting methods, ir eluding 
viniiion In purchasing and depreciation introduces me isiiremcnt 
error in hospha!: fixed assets aipounis. so that variation over time 
(or Across* hospitals) may he; in part, an i facts of accounting 
methods, •■ . ■■ \ ■ j 

4 Sehvleil/er,ls estimates are derived from asset data compiled by 
the Aimericim jlf^pitat Association*. Because of revisions in ;ihe re • 
porting format such 3u la are unavailable lor 1978. 
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leSted '.this . hypofh^is* and ^cancluded^ that ' 
health porkers we rk poorly pal^l. relative: AO 
wppfe4 in^dther Industries in 1959, by- J969 iftey : 
Had ftsen to purity, v- " " ' ■ 1 ' ' : ■. > 

/Feldsteirv and Taylor (1977); using^Bureau of tu- 
bor Statistics data ^ later fela- 

tive wage gains and concluded that, hospital employ- 
ees were better paid bf the mid-'19jb\s than their. 
cbunter^artsJHdAve^et, unlike Fuchs/ Feldstem anil 
Taylof tfd;n6t adjust for difference.4 in the -quality 
and skills of the; hospitaf %)rk' force./These investiga- 
tors hWQtheslzed JhaiTnllirkei imperfections ^uch as * 
iVcostV ^reim^urseme^t, v. the absence of cost^ . 
^Anijmizing* behavior By hospitals /philanthropic hos- 
^Aal "managers, ajicJ other related factors may ha^ve 
be^t tesponsfbie for A he Jater wage gains in the^Jibs- 
30uaJ sector - /, r / " - 

Irt a cecent stuJy, Sloan^and Steinwald (1979) 
compared -gains in ^hospital employee real wages to 
wage ^ains of releTvant employees in other sectors, 
after adiusting Ton, wqrker 'quality. They concluded 
that, during the IjkiO's, hospital employee real wages 
rose both absolutely And relative to other employees,- 
and that worker Quality incre^stfd considerably, com-*' 
pared to industry reference groups. In jcontiasu dur- 
iag the 1970>, hospital employees did not keep pace 
with inflation. In fact, Sloan and Steinwald four^d 
that occupationrspecific rpl #ages peaked around 
1972, ixnd in, r|iany cases' declined thereafter. They 
concluded that] by the mid ; to late T970's, hospital 
employee^ quaiity-adjusted • fvages were lower than 
wages of reference industry Employees. 

Turning 'to^eterminants/of wage increases, Sloan 
and Steinwaldj found" that' the growth of third-party 
reimbursement and of 'real [per capita; income during 
the 1960 , s wiis partially responsible for large wage 
gains of hospital employees during that time'. They 
also found that wage ratesjwere posjtiveiy associated 
with mininiurii wage laws arid the presence of unions 
and man.datory licensure regulations. However, ex- 
planation* of the recent downturn in rejative quality- 
"adjusted wages must await [further research. 

Hospital capital com —Capital costs faced by hospi- 
tals are treated differently j than those faced by busi- 
ness* firms because* of third-party reimbursement of 
interest antl depreciation expenses Vhd the eligibility 
of nonprofit hospitals for tax exempi^bonds and gifts. 
These unusual aspects of Hospital capital costs are ad- 
dressed below. i - 'V*" 1 .* " J . ' 

' The cost of capital is iproperly 'assessed by the 
most valuable alternative ^ise of internal funds (i.©., 
equity)^ no n debt external funds (i.e., gifts and 
grants), artd debt (Emrieh,jl980; Long, 1979), While 
third-party payers ordinarily fully reimburse the cost 
of debt '"' capital (interest 1 expense), hospitals arid 
third-part£ payers genera!!^ Yreat internal funds and 
gifts as cost-free. That is, they do not explicitly ac- 
knowledge that those fundi could be used for other 
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i ' purposes^ such as if^estmeiits* that woufd earn in-* 
teres L Unti'l recently, hospititfs farely compared 'ex^ 
fleeted tates = of return jin alternative investments^ 
and^hircl-party papers do, not consider u^f imerfcal ; 
' funds and as- ^aflo-wable expenses^ (fixcept 

through dep^^uion p^issetsK Fpr these reasons, k\ 
: : ^ hot possj^e, to asses^jbe true price j>aid by hospi- 
tals f$r carnal, ' md hence, iHis not known exactly 
A how thiMl^hanging over, time/ ' 

Financing sources for capital prcyqcis vary across 
thC^apitat project size, hospital .size; and ownership 

ffegeries, but ofi the average there Ms been a trend 
my from government grants, philanthropy, and 
hospital reserves.' Dependence of the hospital on 
debt/Hnaricihg has increased markedly over the past 
rwti- decides. In 19&C approximately 35 percent of 
^ Capital /funds were obtained * by borrowing (Van 
Nosirand, 1977), By i 973, this figure had risen tp 54 
percent. By 1978, the debt figure ihad increased' to 61 
percent (Mullner..et al,/ 1 980). 

Six major types of debt instruments were used by 
hospitals to firit inee their projects in 1977* eornmer= = 
ciai loans (7 percent of debt), taxable bond issues (4 i 
, percent), Jax-exempt^ bond issues (39 percent), 
Interna! Revenue Service 63-20 tax-exempt bond is- ^ 
sues (3 percent). Department of Housing and Urban./ 
Development* Ipati guarantees (6 percent), and Bill- 
Burtdn Act KiSh guarantees (0,7 percent). Among 
large community hospitals,'' tax-exempt bonds were 
tfie dominant mea'ns of financing capita! construe- ? 
lion; among medium-sized hospitals, Department "of 
Housing and* Urban, Development loan guarantees 
represented ^e largest source (American Hospital 
Association,'.! 978), 

^ 'Depending upon the bond rating, tax-exempt in- 
struments provide an interest subsidy to hospitals of 
several points below market rate (Schweitzer, 1980). 
Thus, in terms of interest rates alone, the cost of 
borrowing for hospitals -klgs* behind market rates by 
several percentage points. Ho waver, the relevant is- 
sue regarding .hospital capital costs is not ihc interest 
'rate per se, but the amount of debt. In 1976 alone, 
hospitals added 52 ,7 billion in debt (Schweitzer, 
1980), and debt service is rapidly growing, fn 1977, 
it was estimated that payjments for depreciation arid 
interest by Medicare alone were increasing by more 
than S87 million annually (Van Nostrand, 1977), 

One reason ^Tor. the jncreased reliance on debt 
financing is that hospitals are usually reimbursed on 
the historical value of assets. As a result, deprecia- 
tion accounts are increasingly insufficient to finance 
replacement and upgrading mainly because- of price 
-inflation, but also because of technological advance- 
ments Thus, the full cost of capital -is being shifted 
forward in time as hospitals must borrow to expand 
or modernize. 



Utilization 



Use of health seryfees has increased considerably 
. in recent decades, thereby increasing expenditures 
"for health care: ^This 'overall increase has resulted 
jwn growth in the J population and growth in the %t 
capita .use of health services. Between 1965|and 
j 197,8, the^,S;;resident population increased by 12.7 
percent to 2hS million. Thus, even if per capita utili- 
\ Ration rates had not changed,' the total volume of 
servicer would have increased, contributing to the 4 
j rise in "health care expenditures. 

Utilization rates have. also risen. They increased 
partly because of public policies that were imple- 
merited to improve access to health care and .partly 
■ because of changes that occurred in the age, sex, and* 
- racial structure of the population; From 1960 to ' 

1978, the number of people 65 years of age and over 
' increased from. 9/23 percent of the population to 
10,66 percent, trip number0Of women rose from 
50:74 percent of the population to 51.75 percent, and 
/.people or all races other than white increased from ' 
1 1 A3 percent of the* population jo 13,46 # pejeent. 
Since these three population groups tend to show ? 
greater use of health services, increases in their per- 
centage of the population are reflected in increased 
* .utilization rates. 

The following discussion documents the general^ 
growth of utilization rates, explores iis' causes, and 
describes recent initiatives to enhance appropriate 
use of health services." 

Growth of Utilization 

Rapid growth in utilization of health care has oc- 
curred during the past two decades, especially among 
groups previously fflcing the greatest barriers to ac- 
cess. For, example, the number of physician visits 
,per person per year increased from 4.5 in 1964 to 4.8 
in 1978. *For people other than white, however, the 
visit rate increased from 3.3 to 4.7, Between 1965 
and 1978, total discharges from short-stay hospitals 
per 1,000 population rosp 8,5 percent overall, but for 
people 65 years of; age and over, they increased 44.7 
percent. On the other hand, the average length of 
stMy declined "5. 1 percent overall,' while showing a 
15.4 percent decline for the elderly. The nedt result 
was that the total days of care per 1,000 population 
during this period rose 1,8 percent for the population 
as a whole, but increased 21.5 percent for the popu- 
lation 65 years of age and over. Surgery rites for the 
country as a whole; rose by 25.5 percenV^between 
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1965 and 1978; but for people 65 years of age and- 
over, the rate inereped by 64,7 percent t ' 

Changes in utilization by income level were also . 
quite striking. In 1964, people with family incomes 
. : below; S3, 000 per y raf : (appro x i ma te ly 20* percent of 
the population) averaged 4.3- physician visits, per 
year. -^py .1978, those with family incofnes under 
$7,000 H 20 percent of the population) averaged 5.7 
visits per year. Physician visits for the remaining 80 . 
percent of the population averaged 4.6 per year in 
both 1964 and 1978, For people with family incomes 
under S3, 000, total days in short-stay hospitals 
amounted to 148 jiays per 100 persons for 1963-65, 
compared with 162 days for people with family in- 
comes below 57,000 for 1976-78; this represented a '. 
9.5-percent increase. Hospital utilization for the 
remaining 80 percent of the population actually de-- 
creased by 13J percent over the same period, from . 
96 days per 100 persons per year to 83 days. 

To a considerable extent, these trends were tlje 
result of deliberate government policy. Aware of the 
large gap between perceived health care needs 'and 
ability to obtain that care, the Federal Government 
implemented several kir^s of policies. First, and 
probably most important, were ^demand-generating" 
programs, such as Medicare and Medicaid, aimed at 
improving the ability of the aged and medically 
• needy groups to pay for health care. Of secondary 
importance were "supply-generating "\ programs 
- ^aimed , at improving the capacity ofnhe health 
delivery system to provide care. Important "supply- ' 
generating" legislation included the Hospital Survey 
and Construction Act of 1946 (Hill-Burton Act)r, the 
Healtrk Professions Educatidn Assistance Act of 
1963, and jheir subsequent amendments. These pro- 
* grams greatly increased the supply of hospital faciji- 
L^jies; physicians, and allied health (personnel/ 
u At the same time- that public policies were leading 
to higher utilization,' the ability oryhe nonaged and 
nonpoor population to pay for health care was being 
greatly enhanced by* greater insurance coverag| Tor ' 
workers and their families. The major motivation was 
the desire by workers to protect thejr families from 
the rapidly rising costs of medical care. However, ^a 
variety of other incentives induced employees to 
Hem and and employers to supply health insurance, 
: and ..employee health insurance coverage grew,. 

The willingness of employers to g^ant better in- 
surance coverage yi bargaining, negotiations results 
$ both from existing tax regulations and* from bargain- 
ing iirrangements As a fringe benefit, the employer's 
contribution represents non-taxable income to the ^ 

'The Naiinruii M en 1 1 h Planning and Resources Development Afi 
•' of 1974 is an important example of more recem legislation 
designed to ami ml the extensile growth in* supply (hut resulted 
from this curlier legislation. 



employee, For employees who itemize their tax re- 
turns, their own contribution represents a tax deduc- 
tion. Also, for employers bound by cost-of-living es- 
calators in their labor contracts, a rising cost of living 
does noUmmediately lead' to higher employer eontri- 

- buttons 'to 'their employees' health plans. That is,, 
contributions to health plans are fixed For the dura- 
tion- of the contract period (usually -t 2 .months), re- 
gardless of the rate of inflation elsewhere; in the 
economy. In contrast, cost-of-living aft'uitmspts^are 
added to the employee's basic hourly wage flit a rate 
which is recalculated every 3 months- and the size of 
"this cannot be foreseen in advance, At the beginning 
of the contract period, the corporate planner has 
more certain estimates of health insurance costs than 
of actual wage costs. Therefore, better insurance cov- 
erage is both an ^attractive benefit to employees and a 
particularly cost-effective concession for employers. 

. The net effect of( these public policies and private 
actions was that the percent of the U.S. population 
covered by health insurance rose »frdm 74 percent, tn, 
1963 to 90 percent in 1978, and access by Americans 
~ to the health care system, especially by the aged and 
poor, increased substantially. Given that; both access 
Snd equity of access appear to have risen, a logical 
question is whether this greater use of health serv- 
ices has led to improved Health status,' However, this 
question raises exceedingly difficult issues of meas- 
urement and = research design, and a oarefu\ discus- 
sion of thq relationship between utilization^Pr!^ 
health status is beyond the scope of this section. 

Service Intensity % 

„ s 
' ^ Another factor contributing to the w increases in 
health care expenditures during the past three dec- 

. ades is chariges in inputs 6f rfiedical care goods and 
services. The net effect haS been an increase in the 
total quantity of resources consumed per treatment, 

. Hence, the cost of health care services would contin- 
ue to riSe even if inflation in* the general economy 
and growth 4 or change in the population were not oc- 
cur ring. Changes in the treatment regimens for vari- 
ous dffieases may reflect technological innovations 

ysueh as new drugs (e.g., antibiotics), new, procedures 

- (e^g., endoscopy, nuclear scans, coronary artery by- 
pass surgery, computed tomography, t renal dialysis, 
and organ transplants), or new modes of delivering 
care (e.g., coronary intensive care units, -neonatal in- 
tensive care units, and ambulatory surgical units). In 
addition,* treatment changes may reflect a different 
mix of existing medical services, such as changes in 
the number and types of diagnostic tests, substitution 
of specialist physicians* for general practitioners, or 
changes in the propensity to admit to the hospftaLrfr 
to perform surgery. As shown in table -A, increases 
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in sen/iee inien^iiy alone jcaused an estimated aver- 
age ahmjml intereasf ih hospital expenditures!' of 4 S 2 , 
NPfiSflMVom 19,70 to 1979: This intensity increase is 
seen, fo r e xa m file, j n bo t h mpatient and dLPtpatient: 
sectors, The number of personnel per occupied bed 
non-Federal short-term generaT hc&pitals in the 
United Stares increased frpn^5 47*ia 19^8" to 3,23 in 
1197fc^Qr 30.8 percent (Ai^riciul Hospity! Associa- 
tion, 1979), The average' size of a prescription, in 
rerW&H5f number of dosage units, increased by 39.2 
percent- during this ^sarrte time period (Trapnell, 

1979). -.\- 
d ■■ • - ■ , 

The American Hospital Association $ Hospital ln- 
, tensity Index rosp ' by.-^5 5 . 4 percent 'durirfg the period 
January *I970 through October 197,9* (Cohen and 
Baehofer, 1980), This index measures the quantities - 
of 37 hospital inputs provided pep typical patient day, 
such* as lab tests, X-rays, prescriptions, visits to the ! 
fc - operayng room, * nursing manhours, and the like, 
^weighted by. base year costs (Phillip, 1977). 

In one study that examined patterns of treatment 
in a large multi-specialty, fee-for-service group prac- 
tice in Northern California lor the 20-year period 
1951-71, ^dramatic changes were found ^National 
Center for Health Services Research, 1977), For* ex- 
ample, the" average number of laboratory^ tests for 
perfocated appendicitis increased from 5.3 in 1951 to 
3 1 .0 fn 1971. For maternity care, jhe number of tests 
rose from 4.8 to 13,5 during (his period. For breast 
; cancer, the number of tests increased from 5.9 to 
27.4, Increases were <ilso, found for X-rays, in- 
tra ve mo us solutions, elect r oca rd i og ra m s, and inhala- 
tio l ^oiierapy. \n sharp contrast, the average length 
stay for hospitalized cases showed a downward trern 
'during the same period. Length* of stay for a normal 
delivery declined from 4,6 dt^ys to 2.8 days, and for 
breast cancer it declined from r2,7 days to 8,9 days. 
This huter effect was the major cost-saving change in 
treatment patterns 7 found in this study. Other cost- 
saving changes included an increase in the percent of 
deli venJs"* without "the use of a genera^ anesthetic, 
substitution of partial mastectomies for radical 
mastectomies in the, treatment of breast cancer, arid 
a switch from inpatient to ambulatory treatment for 
forearm fractures/ Despite these and other- cost- 
saving efyangefs, the overall effect was increased costs 
for treatment. - 

A stud^, of service intensity of hospital care es- 
timated that 38.7 percent of the rise in the adjusted 
cost jfreY putient'day was caused by more intense util- 
ization of nine selected medical services — operating 
room visits, pathology tests, nuclear medicine pro- 
cedures, anesthesia, prescriptions, laboratory tests, 
diagnostic radiology procedures, therapeutic radiolo- 
gy procedures, and units of blood— and 4 1 . 6 percent 
-of the adjusted cost per admission *was the. result of 
rising use of these services, Moreover, the relative 
impact of changes in « service intensity on hospital 




cost inflation was found to increase during the period 
r" .1968-7 l;(Rcdiseh, 1974), , *\_ - 

Few studies of service intensity in the medical 
care sector hav4 been. conducted an^l many questions 
remain iS'nifnswered, Although service intensity is in-' 
creasing, it is not known why 'these "extra" services 
were presented. , Were patients sicker? Was higher 
•'- quality cafe being delivered?- Were providers creating 
demand to maintain thejr irj comes or were theyjmic- 
tieing "defensive medicine?" Were patients simply 
demanding more services'* A number of possible ex- 
planations "for thi.^ increasing service intensity have 
been offered, including increasing demand, third- 
party reimbursement policies, technological progress, 
redundancy in facilities, changing case-mix, ineffi- 
,, ciency, and, the c ha ng j ng : pa t u f e of*t he output. 

Increased demand for medical care arising out of 
I. j increased - insurance, coverage can cause increases in 
service intensity in the following way. As the nfft 
/—price of medical care to the patient decreases, indivi- 
duals demand higher quality cafe and more ameni- 
ties, such as better food, more nurses, and better ac- 
commodations. The increasing insurance coverage, 
by reducing the price elasticity of demand, allows the 
provider to charge higher prices without reducing to- 
la! utilization. The new revenues may then be used 
to purchase new technology, hire additional staff; 
and; raise patient amenities (Feldstein, 1971). V 
. Providers ruay haveTelative preference lor acquir- 
ing new and complex" technology; hospital adminis- 
trators obtain satisfaction from having the best- 
equipped, must modern facilities, These facilities also 
serve as "technical amenities^ to physicians, and 
hence, may serve as a means of attracting the most 
ighly-qualified physicians to the hospital. Specialized 
medicaT technicians must then be hired to operate 
the new equipment, and more complex modes of 
treatment become the rule. This may be the result of 
injfir^hospital competition Tor physicians awd pa- 
entsP^qd It is "therefore important to know how the 
availabilitKpf competing sources of medical care af- 
fects service intensity. Where there are many com- 
; petitors, Amipetition takes place mainly along the 
* quality -dimension. This may be an interaction effect 
between competition and insurance coverage* (Lee, 
1 97 lp Davi/ 1971; Salkever, 1978). 

Another hypothesis is that techological progress in 
.the medical care sector has been resource-intensive '- 
in that the new methods thm have been developed to 
combat disease and prolong life require highly spe- 
cialized and complex labor and capital inputs. Some 
examples of such methods, include organ transplanta- 
tion, dialysis, continuous cardiac monitoring, radia- 
tion therapy, and computed tomography (Office of 
Research and Statistics, T 972J , * Acquisition of new 
capital has several cost-increasing components: total 
purchase costs (purchase price and cost of financ- 
ing); local production costs (total direct and indirect 
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! ^penditures to pr^ducf ihe service f for, which, the 

s capital itt m was ojtttiihed, including., labor and sup- 
plies); induced and, implicit costs (to produce other , 

■.I related services, fbru example, additional medical j 
s services required to support a new program); and 
external ebsts wh[ch do not appear on*the provider^ 
books (gueh as increased prod u of ion costs of Rear by 
providers). One review of jpmpirical data on several 
capital acquisitions concludes that initial purchase 
costs ar#; ordinarily less than 10 percent of iojal pro- 
due tjorr costs, but this ratio. varies a great deal, and 
induced and implicit costs may be -more important 
t hap production costs (Brown and Marks, 1980)' 

■ Another, potential factor behind increasing service 
intensity may be an expansion is the scope of serv- 

( ices o fie red by hospitals, which reflects a reorganiza- 
tion "of the delivery of services within the rViedicaP 
care sector and a change in the nature of output. For 
example, many short-term general hospitalSlRow pro- 
vide psychiatric inpatient and outpatient services, ex- * 
panded social ^welfare services, and expanded emer- 
gency room services. Many of these "services actually 
become overhead in that they are financed by ail pa- 
tients through the average, daily charge (Office of 
Research? and Statistics, 1972), . 

Another possible explanation of increased service 
intensity is the p/aeiiqe of "defensive medicine" by 
physicians. The threat of malpractice suits may in- 
duce physicians to-order "mortf extensive laboratory 
tests and X-rays, hospitalize marginarcases, and keep 

^ patients in the hospital longer. Increased insurance 
coverage lowers the net price of services to the pa- 
tient, and reduces the financial burden of these in- 
creased services, and, this "in turn reduces the inc^n- 
tiyes to economize on the part of both the physician 
and the patient (Office ^of Research and Statistics, 
1972).* While many physicians report that they are 
practicing /'defensively, *"* there have been no well- 
designed studies of the direct influence of "defen- 
siveness" on patterns of practice (Trahcredi and I 
Barondness, 1978), 

A related hypothesis is that of^'demand creation" 
by physicians. Given the physician's role asr"an_„ 
"agent" of the patient, which is taken on betmjse 
the patient lacks the necessary knowledge to evaluate 
the quality, efficacy, or, need for medical care, the, 
physician is able to control the delivery of services to 
the patien t. This control is reinforced by extensive * 
health ■ insurance coverage, which reduces the 
patient's concern o^r the relative costs of any treat- 
ment option. In response to a perceived' threat tg his 
income, such as controls on reimbursement or in- 
creased supply ot physicians in the area, the physi- 
cian increases his fees. and/or the prescribed quanti- 
ties' of office visits, laboratory services, -.X-rays, sur 
cal procedures, and the likq to maintain his income 
flow. One study of the impact of price controls under 
the Economic Stabilization Program (ESP), which 



was In effect from Aufustj L9?j : through April 1974, 
showed that while ESP was relatively succfessfuf in 
slowing the rate of increase of physician feet for ' 
specifrc 'strvices, physicians were able to subvert* 
these; controls by shifting to a relatively, more expen- t 
sive mix of services (Hadley, Mblahan, and Scanlon, 
1979)^ The same effect was noted for hospital care; 
during the ESP period, the price of hospital 'care was 
controlled, but revenues per unij^of output rose sub- 
stantially, revealing a shirt towards 5 a more costly 
average product (Ginsburg/1^78). 

Another Dictop that could, in part, account for the 
changes in service intensity over time is changes' in 
the nature of illnesses being treated in the hospital, 
clinic, and physician's .office, in ternjs of increased . , 
severity and complexity. Table B shows the relative 
contributions of changes in case mix arfd changes in 
diagnosis-specific length 'of stay to^hanges i,n oyeralL 
average length of stay for PAS hospitals for the' 
period 1964-76. 7 The case-mix index measures the 
change in overall average length of stay because of 
the change in the mix" of diagnoses .admitted from 
one year to the next, holding- diagnosis-specific 
leflglh of stay constant* The diagnosis-speciQc length 
of stay index measures* the change in overall average 
length of stay that would result from changes in pat- 
terns of practice regarding length of stay for specific 
diagnoses, holding diagnosis proportions constant. 

Table B, Changes in ease mix, diagnosis-specific length 
of stay and overall average length of stay for Profes- 
sional Activities Study ■ hospitals: United States, 
selected years 1 964-76 ' 







Diagnosis^ 


Overall 


Year 


Case-mix 


specific 


average 


index 1 


length of 
stay index 2 


length of 
stay in days 










1964 


100.00 


100.00 


7,2 


1965..:.;,.. 


1 02.-36 


1 09. 1 5 


7.3 


1967 


1 1 1 .93 


102.50 


7.6 


1969 


1 08.63 


107*77 


7.7 


1970^ 


101.03 


97.^9 


7.6 


1971 


103.60 


93.90 


r 7.4 


1972..,:.,,.. 


107.01 


90.38 j 


7.3 


1973 


* 108.07 


BB 20 


7.1 


1974.^.,,., 


1 10.66 


86.42 




1975........ ■ 


112.41 


83.62 




1976...: 


r 113.69 


81,66 


'6.9 



'Change in diignosii-mm proportions, weighted by lingth of Stay, 
-Chang© in diagnostic-specific length of itiy, weighted by diagnostic 
proportions. 

SOURCES: (Rafferty and HornbrooN, 1979; Commisilon on Profes- 
sional and Hospital Activities, 1977}. : 



^PAS hospitals are those non-Federal, shori-icrm general hospitals 
in the United States that participate in the Professional Activities 
Study, a discharge abstract service sponsored hy the Com mission 
nn Prol cfssiona I and Hospital Activities. The number of PAS hos- 
pj tills rose from 3IU hospitals in 1964 to 1,877 in 1976, While not 
;i prohahilTiy Siiniple-, PAS hospitals can he considered to be typical 
of most shAt-term general hospitals in this country '(Commission 
on Prolessid^Il and Hospital Activities, 1977). 
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Sincf* 1970, the mix of cases admitted -to-FAS hos- 
'pitals Ijtus been shining steadily towards longer stay- 
ing types of diseases, so that the, overall severity of 
panenis treated can he said to have increased, Thus, 
case-mix changes may be playing a significant role in 
the current hospital Cost spiral! . 

Diagnostic-specific lengths of stay have been de- 
creasing coniinuaily^ and dramatically since 1.969, 
Despite" the increase- in the proportion bf longer stay 
case types in these hospitals, overall average length 
of stay has been declining: This means that treatment 
regimens are hemg cut off earlier and/or compressed 
into (ewer days; this may be increasing service inten- 
sity per day of care with resultant iriiplieatlons for 
hospital output/ Although presented as distinct fac- 
tors, the relationships previously described are not 
' mutually exclusive. All of the factors identified 
should he included to achieve a complete explanation 
of service intensfty variations. The greater use of in : 
puts per treatment, patient da^, or visit re 11 eels a 
complex interaction among patient's preferences and 
the preferences of hospital administrators and physi- 
cians. A complete niodql of the utilization of hospi- 
tal services Would take into account patient, physi- 
cian, community, and hospital characteristics, 

Anti- Inflation Strategies 



In recent years, a variety of policy initiatives have 
been proposed and implemented to deaf directly with 
the rise in medical* care costs ! These mclude direct 
incentives lor the more efficient use of health serv- 
ices, direct controls on" the prieefe of these services, 
indirect financial incentives, and others. Some of the 
major programs include Tfie following: 

Initiatives to Increase the Approprlatepess of Care 

A number of public and private initiatives have 
been developed to reduce the extent of inappropriate 
utilization.. A major governmental effort involves 
development of Professional Standards Review Or- 
ganizations (PSRQ's). The PSRO program, mandated, 
by ilpe Social Security Amendments of 1972 (Public 
Law* 92^603), requires localities to develop PSRCFs 
staffed by local physicians, osteopaths, anc^non physi- 
cians. These PSR()\s review services provided under 
the Medicare, Medicaid, and Maternal and Child 



"Ono \lutly \ias thottn ih.il |m*pit.ik ih*u provide mi»ri? speuific 
*,er* iJls M l •P.iMl'Mn lent I [fffhavc better ihjfi cxpi'i'lcil nuicomcs' 
lor ih«»sii p.iticnis. Mnssever. piuiem* irgaicU Tji hn^piuils illiil lend 
id keep p ilium ^ in N»nuL*r- l"nr the punu/uhir duprvisis experienced 
u-nrsc fiiikniiiiN i h.m expected llluoil cLull I l J 7*1 1 . 



' \ en n h ' f .' h ■,; n i \ ; . s Up n 1 id r s < . t . t . n 's f • u uVUi n nicii I ollurls is umV 

'LiihCil in Health* L ni/rj Stares. '/'/"V (Na{iomil ( enter for i le.ilih 
Sl.nisdJcs. J *>TM i ; 



Health programs. In particular^ thc^stablish criteria 
for judging wKctheY ^palftni services are medically 
necessary and provided in an appropriate setting, and 
whether diagnosis and treatment are consistent with 
professional norms,, * h 

Recent evidence indicates that PSRO^ are begin- : 
ning to reduce utilization. The Health Care Financ- 
ing Administration annually conducts an evaluation 
of the^PSRO Program; The 1978 evaluation indicated 
*thai, as of 1977, the average active PSRO- had re- 
d creed both days of care per 1,000 Medicare enrollees 
and hospital discharges per 1,000 enrollees by statis- 
tically significant amounts. However, no impact was 
evident on the average length of slay (-Health Care 
Financing Administration, 1 979*0. While reductions 
in use varied among PSRO^s, the reductions were 
concentrated in the Northeast and West, These 
. results indicated improved PSRO effectiveness when 
compared to earlier evaluations ('Institute of Medi- 
ciney 1976; Health Services Administration, 19771; 
However, a more complete assessment requires an 
examination of, whether such reduced utilization has 
affected eifher the' quality of care or the health status 
of IHedieare enrollees. * 

One procedure whereby PSRO\s evaluate the ap- 
propriateness of utilization is concurrent review. 
Here, judgments about *the necessity of admission 
and appropriate length of stay are made early in the 
admission. episode-, and services actually provided are 
.reassessed periodically during the sjay. According to 
recent evaluations by the Health Care Financing Ad- 
ministration (4979a), PSRO concurrent review pro- 
grams have now reached the point where dollar^ 
v benefits of reduced utilization exceed administrative 
costs of concurrent review, indicating increasing cost- 
effectiveness. ' 

The private and public sectors have established^ 
" second opinion and prior approval programs to cx- 
» amine the appropriateness* of utilization. Second 
opinion. programs are meant to reduce hospitalization 
and surgical procedures by requiring patients to ob- 
tain the advice of at least two physicians as to wheth- 
er surgery i*T desirable. One study analyzed the effec- 
tiveness of* a second opinion program for the period 
1972-78 with 'a clientele of 660,000 persons. Results 
suggest that this program — run joint ly by the. Cornell 
University Medical College and six metropolitan 
New York labor unions— substantially reduced the 
probability of surgery (McCarthy and Finkel, 1978). 
More specifically* 27.6 ' percqn*pjpf those advised to 
have elective. surgery by the first physician were tolcP 
that the surgery was unnecessary by the second phy- 
sician, a consulting board-certified specialist. As of I 
year after the second opinion consultation, 77.9 per- 
cent of the "not-confirmed for surgery" group had' 
chosen not to have t he-operation. Furthermore, 'of 
those who chose to forego surgery, nearly two thirds 
had no medical treatment within- that year. 



.Similar programs are- growing rapidly, For exam- 
pie,*as of January 1980, 47 Blue Shield plans actively 
promoted free second opinion programs. Most of the 
remaining 22 Blue Shield programs and 68 Blue 
Cross programs will pay all or pac^of the costs of a 
second opinion "consultation, . even if no * formal 
second opinion program is in. place (Blue Cross As- 
sociation, - 1980)/ The pubhc sector has Wy a!so\ 
'developed second 'opinion programs/ For example, 
M'edicare patients who voluntarily seek a second 
opinion will be reimbursed. Also, Massachusetts and 
Michigan^ have both instituted mandatory secorfd 
opinion programs for Medicaid patients (Nealth Care 
Financing Administration, 1980b), 

Prior approval programs have been instituted by a 
number of labor unions, Here, the provider must 
justify the need for a hospital admission or other ex- 
pensive service to a peer review committee, a State 
agent, or a representative of the union's insurance 
company. Prior approval is also required by some 
State Medicaid programs for specified medical or 
dental services (Committee on Interstate and 
Foreign Commerce, 1976). 

Corporations are finding ways to reduce ^health 
costs through strategies that indirectly reduce utiliza- 
tion, either in the short or long term, Such strategies 
include: offering Health Maintenance Organization 
memberships to their employees, setting up- preven- 
tion *md screening programs, and self-insuring their 
employees (Business Week, 1978),* While Health 
Maintenance Organization nfembership is widely held 
to reduce hospitalization, the impact pf the other 
programs is still in doubt. 

State Ratt-Setting Programs 

In an attempt to sever the link between inefficient 
resource use and payment based upon actual costs 
incurred, a number of States have developed regula- 
tory programs designed to reimburse hospitals by 
predetermined per diem or per case rates* These 
States vary regarding payer groups covered and re- 
ceipt of special waivers granted by the Medicare pro- 
gram. The latter permits the prospective rate to be 
applied to Medicare recipients. In general, rates have 
been established by revjew of budgets, cost struc- 
tures and service volumes, negotiations with institu- 
tions, comparisons with similar hospitals, planning 
agency recommendations, and movements in* 
economic indica-tors (Bauer, 19^7). % , , 

Econometric evaluations of rate-setting programs 
in the early 1970*5 in Rhode Isfand, Ne\^ Jersey, and 
New York, performed for the Office of Research and 
Statistics, Social Security Administration, were* fe- 
viewed by 1 lei linger (1978),, He concluded that only 
in New York was a statistically significant negative 
impact of prospective rate setting on cost per patient 
stay ascertained, ^ate setting in New Jersey and 



Rhode Island failed to display significant independent 
. effects on costs; the experience of rate setting in the 
latter State could hot be separated from the effect of 
the Economic Stabilization program. The reduction 
in the rate of increase in average cost pef^itient day 
. and average co^ts per admission, found in five hospi- 
tals in Western Pennsylvania that participated in a 
Blue Cross "prospective reimbursement experiment, 
was viewed as inconclusive for two reasons. The first 
was that there was such a small number of hospitals 
involved, and the second was that ther^ wVs 'a possi- 
bility of self-selectiohjbias ( i . p , , * t he : I Ik el i h ood that 
their choice to participate was governed by th^ir abil- 
ity to control costs), \ : \. 
A similar examination of these studies plus a re- 
§ view of research on programs in upstate New York 
and Indikna by Salkever (1979) is far more critical of 
research design, methodology, and interpretation of 
econometric results* The; finding that -the Indiana 
program hJs held, down costs is viewed as tentative, 
. and Hellinger's appraisal of the New York experience 
is regarded as questionable. Finally, claims of success 
in abating the rate of increase in costs by rate-setting 
commissions in Stages such as Connecticut and 
Mary land 'should be qualified since their experience 
has not been subject to rigorous econometric testing 
(Feldstein, 1979). V * M- j 

Recently, Biles, Schramm, and Atkinson U&80) • 
argued that a valid assessment of the impact ofVate 
setting requires an examination of more current dat^ 
They claim that early evaluations were conducted 
prior to 1975 when rate-setting programs were still in 
their infancy and not yet fully operational. Further, 
the impact of the Economic Stabilization Program 
(August 1971 to April 1974) in States without rate- 
setting progra'ms may have blurred any comparison 
with States conducting rate review. Using State data 
compiled by the, American Hospital Association, 
these "authors computed annual percentage increases 
in hospital expense* per equivalent admission for each 
year between 1970 and 1978; The mean yearly rates 
of increase for States with rate-setting programs were 
compared to those of States without rate review. 
From 1976 to 1978, the average annua! rate of in- 
crease in rjospital "costs in rate-setting States was 
found to be 11,2 percent, compared to 14.3 percent 
in States without rate review. 
\ While these results suggest that mandatory pro- 
spective rate-setting programs may have the potential 
to contain hospital costs; a complete econometric 
analysis is required to isolate the influence of rate re- 
view from any underlying ^Puctural changes and oth- 
er regulatory programs affecting the hospital sector. 
For example, the data displayed by Biles, Schramm, 
and Atkinson show that the rate of increase in ex- 
pense per equivalent admission was dec ling in States 
with rate review as well as in States without rate re- 
view between 1976 and 1978. jt is not possible to 



. determine whether a more complete arialysi^ould 
increase or "decrease the estimated effects of rite set- 
ling. Moreover, there is a need to further* examine 
the effect of rate setting on aspects of utilization, such 
as case-mix and service intensity, • 

Towar^' this end, the Office of Research, Demon? 
st rat ions, and Statistics, Health Care Financing Act- ' 
ministration, is sponsoring a national hospital rajfi- 
setting study with the aim of resolving these complex 
evaluative* issues. Based on an analysis of the charae-- 
tejistlcs of the specific State programs, it is hy= , 
pothesized in this study that the rate-setting pro- 
grams 10 Maryland, 'New York, New Jersey, and 
Washington should result in reductions in the 
volume and intensity ol services, with concomitant 
effects on costs per case and per, day? These pro-, 
grams ^mandate either formal . budget screens or 
for niula* based 'reimbursement,, and have implement- 
ed direct and indirect controls ox\ occupancy rates, * 
length of vslay,^and service expansion (Abt A-ssoci- 
ales, Inc., 1 97^). ' . . * 

Mandatory Wage and. Price Controls 

Between August 15, 1971 and 4 * April 30, 1 974/,. 
mandatory wage and price controls were imposed on 
the national economy through the EconorWc Stabili- 
zation Program (ESP) and extended to the health 
care sector, Forliproviders such as t hospitals, these 
contro|s limited the increase in aggregate annual 
revenue to 6 percent to cover increases^ in costs. 
Increases in cost from wage arid sala^ increases in 
excess of 5.5 percent a year, increases in nonlabor 
^expenses of more than ^2.5 percent a 'year,* ajid ex-' 
pendi Hires for new technology exceeding 1.7^ percent 
of total annual expenses were declared as*nonullow= 
;'able for purposes of raising prices. Application and 
enforcement of the regulations were plagued by 
problems resulting from interpretation, uncertainty 
froTta frequent rule changes, determination of base 
year and volume definitions,' arbitrariness of price 
limning factors, and the attempt to meet cost con- 
tainment goals by using costs to justify .price in- 
creases (Ginsburg, 1976)? For example, a failure to 
distinguish between i marginal and average costs (the 
latter exceeding the former in the short-run) created 
p incentives for hospitals to y crease admissions, pa- 
tient days, a*nd outpatient visits to enhance their ", 
reimbursement levels. Consequently, between 1972 
and 1974, hospital inpatient days and admissions fn- 
' creased, and the decline) in length of stay moderated 
(Salkever, 1979). 10 

Although indices of the rate of growth in hospital 
inflation declined during the period of ESP controls, 

iv-' " ' . — ■ 

"'As KuOeri> unci Hnrnhmok < ! 979) d^mcmsiratctl. the impact 

. upon length or stay during I he/control per in d was'ifie result of a 
shift* ;n .i mnre = serious mix of cas^m typically requiring 1 longer 
Slavs 'fllncvi-spccflfc- lengths ol' stay enniinued to decline. 



a review of. econometric investigations \ of the 
behavior ^of hospital costs, by Satkbver (1979) re- 
vealed mixed results,, Two othfip studies faile^ to dis- 
close a significant negative , effect on Viverage costs 
per case or day (Ginsburg v 1978) or the rate of hos- 
pi (a I price inflation (Feldstcin, 1977), However, 
studies by Lave and Lave (19781, Sloan, and 
Steinwald (1979), and Salkever and Biie (1979) sug- 
gest that controls did effectively reduue the rate of 
-hospital inflation. For providers^sueh W physicians 
who were limited/ to aggregate weighted price In- 
creases of '2.5 percent for costs,' evidence* from analy- 
.^es limited to California Medicare data suggests that 
controls were successful in limiting the rise in physi- 
cian fees, although less successful in limiting expen- 
diture increases (Hodahun et uU 1979), \ \ . 



Certificate of Need I ^ 

* Ccrtifi cate o {\ ee d ( CO N ) a qd See t i op 1 1 t% re- 
view programs represent attempts to impose con? 



straints on hospital capital expansion." Analyses of 
these programs are plagued by various methodologi- 
cal and measurement problems, suggesting the need 
for future research using Viata that better \reflect ' 
deferences among CON programs and their outcome 
measures. Results of analyses to date are inconsistent 
regarding the effect of JjjON' on investment -com-, 
ponents (i.e., beds, plannjk^ets, -and plant assets per 
bed), but they do seem to indicate that CONl pro- 
grams have not effectively constrained total hospital 
investment (Co h odes, 1980; Sloan . and Stein^ald, 
1979; Salkever and Bice, 1979), Se vend Analysts? be- 
lieve that hospital capital expansion activities might 
be more effectively curtailed- by national technology 
assessment programs and coordination of health 
planning and rate regulatory activities. 

.... 

Summary 

The major points concerning current levels arid 
patterns of health care expenditures are as follows: > 

Health care expenditures a fie continuing their 
rapid rise, reaching 32 12.2 hillioti for 1979; this 
represents an increase of 12.5 percent over the 
previous fiscal year, and accounts for 9.0 per- 
cent of the gross national product, 

• : Medical care prices more than dcnrtSfed from 
1970 to 1979; price increases alpine accounted 



Scutii>n 1122 ni Tjqe Soda! S ecu my Ae>4s amended hy Section 
Ti\ ol' the Social Seemly A mendnw-n-ts of 1972 (Public Lap? 92- . 

established a prog nutsJi^Sl ate Planning Agency review of 
♦najor capita! expenditure projects (mure than SIDOJUlf)) by. health 
c^rc facilities; Participation by die Stnlcs is voluntary, hut it „is 
• nli ml a lory for the health care facilities within participating States; 
As oWanuary 1980, 30 States were participating: Interest and 
depreciation on unapproved projects are not reimbursed hy the- 
Medicare, Medicaid, or Maternal and Child Health, programs, 
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fbr more .than twb^hirds of the increase i in 
. health expenditures in 1979, * , * 

• Hospital service charges have, generally led the 
increase in medical care prices, with annual in- 
creases in excess of 10 3 percent during the 
perioc^970to 1979 ^ . 

1 • Third-party payment for health care services 
has increased from 48 percent to 68 percent 
during the period 1965 to 1977, The proportion 
of the ^population* with some form of health iri- 
• • surance coverage reached nearly 90 percent by 
: - 1977. . • " . 

f Hospital labor intensity pee patient day in- 

creased by 19 p percent between 1971 and 1978. 

• Hospital capital intensity per bed increased by 
28 percent from 1971 to 1977; hospital real as- 
sets pet 1,000 population increased 37 percent 
during this period, 

, • Occupation-specific, quality-adjusted wages in 
the health care sector rose relative to other in- 
dustries until 1972, after which wages did not 
keep pace with other industries, 

• Hospitals have markedly increased their talk 
ance on debt* financing of capital projects, from 
3-5-percgnt in 1969 to 61 percent in 1978. 

• From 1965 to 1978, the U.S. resident popula- 
tion increased by 12,7 percent to 218 million. 

: The proportion of the pppulation 65 years of 
age and over increased from 9.2 percent to 10.7 
percent during the period 1960 to 1978. 

• The number of physician visits per person per 
year increased from 4.5 in 1969 lo 4,8 In 1978, 
Between 1965 and 1978, total discharges* from 
short-stay hospitals per 1,000* population rose 
8,5 percent, * v 

= ■ fee 

• The average intensity of services per patient 
day in a qommunity hospital rose by 55.4 per- 

: cent during the period 1970 to 1979. 

• Evidence on the evaluation of policies to con* 
trol health .care expenditures is mixed. Policies 

a . designed to encourage use through a, reduction 
•of financial barriers to acce^ (Medicare and 
Medicaid) and through an increase in the sup-; 
ply of services (Hill-Burton Act of 1946, Health 
Professions Education Assistance Act of I9fii) 
I have been highly successful. Efforts to control 
costs through prospective reimbursement, 
direct w^ge and price controls, certificate of 
need, and utilization review have had marginal 
effects to da^te. However, the various methodo- 
^ logical and measurement problems Inherent in 
the early evaluations' of cost containment 
efforts, suggest the need for continuing 
research. * . , 
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Tabie 1. Ll¥» Wrtti, crude birth rates, and With rates by age of mother, according to race; United States, 

selected years 1950-78 



(Data are based on the national vital registration system) 





-> 


Live 
births 


a 

Crude 






f " 


- Age 










Ram and year 


births 

[SIS 


10-14 
years 


13-1$, 
years 


20-24 
years 


25-29 
years 


30=34 
years 


35*39 
years 


40-44 
years 


45=45 
years 




1 Wis! 










Live births per 1.000 


women 






1950 


- • - '• - ■ * ■ 5 ■ * * * 5 * 


3,632,000 


24.1 


,1.0 


81.6 


196,6 


166,1 


103.7 


52.9 


15,1 


1,2 


1955. .... 




..... 4,097,000 


25,0 


- 0.9 


. 90 3 


■241, '6 


190.-2 


116,0 


. 58.6 


16.1 . 


1.0 


I960...... 




..... 4,257,850 


23.7 


0,8 


89,1 


258.1 


197,4 


112,7 


56,2 


15.5 


0.9 


*!965 




, ,,,, 3,760,358 


19.4 


0.8 


70,5 


196,3 


1616 


94.4 


46,2 


12.8 


0,8 


1970 




..... 3,731 .386 


18.4 


1.2 


68,3 


167.8 


145,1 


73,3 


31.7 


8.1 


0.5 


1975---- 




..... 3,144,198 


14.8 


1,3 


56.3 


114,7 


110,3 


53.1 


, 19,4 


4.6 


0,3 


.1977.....-, 




.... 3,326.632 


15.4 


.1.2 


53,7 


115.2 


1 14.2 


57,5 


1 9,2 


4 2 


n 9 


■T978....,; 


White , 


3,333,279 

K 


15,3 

S 


1.2 


52:4 


1 1 2,3 


1 1 2.0 


59,1 


18,9 


3,9 


0.2 


1950,,.,.., 




.... 3,108.000 


23,0 


0.4 


70.0 


1 90.4 . 


165,1 


102,6 


51,4 


14.5 


1.0 


1955 


, - .': . 


.... 3.485,000 


23,8 


0.3. 


79.1 


2358 


186.6 


114,0 


56.7 


15,4 


0,9 


1960 




.... 3,600.744 


22,7 ' 


04 


79,4 


252.8 


194,9 


109.6 


54,0 


14.7 


,0.8 


1965 




.... 3,123,860 


183 


0.3 


60.6 


189,0 


158.4 


91.6 


44.0 


12.0 


0,7 


1970,.,.,,, 




. . . . - 3,0ih ,264 


- 17 4*" 


0.5 


57.4 


1 63,4^ 


145.9 " 


71 .9 


30,0 


7.5 


* 0,4 


1975. 




.... 2,551 .996 


13.8 


0.6 


464* 


I09,t 


11O.0 


52,1 


18.1 


4,1 


0,2 


-1977....... 




,,,, 2,691,070 


,14 4 


0.6 


.44.6 * 


1 09.8*** 


113.8 


56,3 


1 7 8 


3 8 




1978 


All other 


.... 2,681 ;1 16 


14,2 


0.6 


43,6 


1 


'111 1 


3 f .3 


17.6 

"i 


* 3,6 


02 


1950 




524,000 


33,3 


5.1 


163.5 


242,6 


173,8 


112.6 


64,3 


21.2 1 


2.6 


1 955 




613,000 


34.5 * 


,4.8 


167,2 


"281.6 


218.2 


132.6 


74.9 


22.0 


2.1 


1960;..-... 




657,106 


32.1 


4,0 


158,2 


294.2 


214,6 


135,6 


74.2 


220 


1 ,7 


1965 




$36:498 


27,6 


4.0 


138,4 


239,2 


1 83. 5 


113 0 


62,7 


19.3 


. 1=5 


1970....... 




, ,,, 640,122 


25,1 


4.8 


133.4 


196.8 


140.1 


82,5 


42,2 


1 2 6 


0 9 


1975 




592,202 


21 ,2' 


4,7 


108,6 


143.5 


112.1 


59 7 


27.6. 


7.6 


0,5 


1977 . .... 




635,562 


21,9 


4.3 


102.4 


1457 


116,5 


64.8 


27,5 


6.9 


0,5 


1978,,,,.,. 




652,163. 


- 22,1 


4.1 


99,1 


145.7 


117.3 


66,7 


» 27,0 


6.5 


0.4 


Black; 




























602,264 


,31,9 


4.3 


156,1 


295.4 


218.6~ 


137 1 


73,9 


21,9 


"1.1 


1965,, 




581,126 


27,5 


4,3 


144.6 


243,1 


180,4 


-.111.3 


61,9 


18.7 


1.4 


1970;; 




572,362 


25,3 


5.2 


147.7 


202.7 


136.3 


79,6 


41.9 


12.5 


'1,0 


1975.. 


511,581 


20,9 


5.1 


113.8 


145,1 


105,4 


54.1 


'254 


7,5 


0,5 


1977.,, 




544,221 


21,7 


4.7 


107,3 


147,7 1 


111.1* 


58,8 


25,1 


6,6 


ds ■ 


1 978 . . . 




551,540 


21.6 


4,4 


103.7 


147.5 


110,6 


59,6 


,24.0 


6.0 


0,4 



^Live births per 1 .000 population. 



NOTE; Data are based on births adjusted for underregistratien for 1950 and 1955 and on registered births for all Other yean, Figures for 196Q\ 1965, and 1&7Q 
are based on a 50- percent sample of birthi; for 1975-78, they are based on 100 perctnt of births in selected States and on a 50-percent samplg of births in an- 
other States, Beginning in 1 970, births to nonresidents of the United States are excluded, 

SOURCE: National Center for Health Statistics: Vital Statistics ofthm United States, 1378, Vol, 1 , Public Health Service, DHHS, Hyattsville, Md, To be published. 
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Tabj%/2. Plrtti rate* for woman 15-44 yaafa.of 



aga, according to Hva-blrtfi ©rdar and racar United SUt©», 
aalactad yaara 1950-78 * 

i . ■ . '■ [ ::■ 

(Data are based on the national vital registration system) i 



1950, 
1955. 
1960. 
1i&5, 
s 

1970. 
1975, 
1977. 
1978. 



1B50, 
1955. 
,1960. 
1965. 

1970, 
1975, 
1977. 
1978. 



1960. 
1965, 

197p. 
1975, 
1977: 
1078. 



Live^birth order 



Race arxlyear , 



\Tomi 



Total 1 



Live births per 7,000 women 15*4^ ye^m of age 



White 



Black 



5 and 
higher 



106,2 


33.3 


■32,1 


18,4 j 


f 9,2 


13,2 


118.3 


32.8 


31,8 


23.1 j 


13.3 


17.3 


118,0 " 


* 31.1 


29.2 


'22 8 \ 


14,6 


203 


96.6 


29,8 


23.4 


16.6 ; 


10.7 


16.1 


87.9 


34.2 


24.2 


13.6 i 




8^7 


66,7 


28,4 


21,2 


95 ; u 


39 


3,7 


67.8 


28.6 


* 21.9 


10,1 i 


3.9 » 


3.3 


ee,6 


28,3 


21,4 


10.0 i 


3,8 .' 


3,1 


102,3 


33,3 


32.3 


17,9 


8,4 


IOU 


113.7 


32.6 


32.0 


22.9 


12.6 , 


13!fe 

lw, \ 


113l2 


30.8 


29,2 


127 


14.1 


16.,4 


91 U 


26,9 


23.0 


16,2 


10.2 


iai 


84,1 


32.9 


s 23,7 


133 


6,8 " 


7A 


m.o 


26.9 


A 20.5 


8.9 J ' J 


3.6 


3.1 


64,0 


27,3 


( 21,1 


,95 ■ * . 


3.5 


2,6 


62.7 


27.0 


20,6' M 


9,3 


3 4 , 


2,5 


153.5 


\ 33.6 


29.3 


24.0 


18.6 


48.0 


133.9' 


\ 35.7 


26,2 


19,4" ^ 


14,6 


* 38,0 


115,4 


43.3 


27.1 


, 16.1 


10.0 


18,9 


89,2 


37.4 


24.6 


' 12,8 ■ 


6,3 


8,1 


89.8 


36.3 


28.0' 


? 13.9 


6.5 


7,0' 


88,6 


■ . 35.3 


25.9 


'14.2 ' 


6.7 - 


6.6 



includes all other races not shown separately. 

'NOTi: Beginning in 1 970, births to nonresidents of the United States are excluded, 

SOURCE National Center for Health Statistics; Vital Statistics of the Unitod States, 1978, Vol 1. Public Health Service, DHHS. Hyattsville. Md. To be published. 



Table 3. -GQmpMlfd fertility rates and parity distribution for women §0=B4 years of age at the beginning oi selected yeays 
according to color and birth cohort; United States, selected birth cohorts 1171-1929 

« 4 . i y 

. , ■ / , (Data are based, on tfre national vital registration system) 



t>o/ar and 
birth cohort 



Age 
50=54 * 
' MS Of 

January 
1 



Com^ 
pieted 
" f fer- 
tility , 
rate' 



Parity (number of children bom alive) 



Total 



1,000.0 
,1,000.0 
1.000.0 

1,000.0 

1,000,0 
1.000.0 
1,000.0 
2,285,8 i,qpG.G 
2,354.3 1,000.0 



1871V5 ...... .. , 1925 3.773.5 

1876-80 , S .V... 1930 3.531.9 

1861-85 1935 3.321.6 

1 886-90 ...^ 1940 3,136.8 

"1891 -95 f ......... : .. = ., 1945 2,932.6 

1.9967-1900 ...... .1950 * 2,675,9 

1901-05- ; 1 955 2,441.4 

1906-10 ^. 1960 

1911-15 ........... 1965 

I9l£g£0. " liTO 1 * 2.574.0 1,000.0 

1921-25 .. 1975 2,856.9 1,000.0 

1925-29 ..... ... ... .... 1979 3.041.1 1,000.0 

5. 

White 

r 

1871-75 1925 3,663.$ 1,000.0 

'1876-80 1930 3,444,4" 1,000.0 

1881-65 :i. . . . . . . . , 1935 3.253.8 1.000.0 

1886-90 1940 °3.092.9 • 1 ,000.0 

1891-95 . .. .. . ,.....* 1945 2.890.4 1,000.0 

1896=1900... . 1950 * 2,631. 5 1,000.0 

1901-05 . . . v , ..... .. 1955 2,399.0- 1 ,000.0 

1906-10 1 960 2.248,9 1 ,000.0 

19VM5 1965 2,3,13.5 1 ,000.0 

1916-20 1970, 2,126.7 1,000.0 

1921-25 ......... 1975 - 2,793.7 1.000.0 

1925-29 , ............. ... 1979 2,95^1 1 ,000.0 



Distribution of women 



207.2 
216.8 
21 7,4 
210,4 
192.7 
194.6 
201.9 
215.6 
190.1 
149.0 
108,5 
104.9 



209.7 
218.2 
21 7.6 

2om 

19T.7 
193.1 
197.9 
207.9 
177.4 
134.6 
94,2 
93.4 



112.8 
123.2 
134.6 
148.5 
172.0 
200.7 
227.6 
225,1 
208.6 
179.0 
162.1 
121,1 



112.1 
"121 .9 
132.2 
J144.3 
167,5 
1.92.1 
219.5 
2180 ' 
204,9 
175.9 
150.6 
121.3 



124.2 
132.0 
142.5 
153.2 
177,2 
'195.2 
206.2 
218.7 
238,1 
251.7 
248,7 
231.6 



127.9 
136.1 
147.9, 
180,3 
184.6 
205.9 
218,3 
233.fi 
254.1 
268.7 
264.6 
245.4 
§ 



110,0 

114.0 

11 9.3 

129,7 

139.3 

136.6 * 

129.3** 

131.4 

.149,8 

174.6 

197,0 

207.5 



112,9 
116.9 
122.4 
132.4 
141.4 
141.4 
135.8 
138,8 
158.9 
185.1 
208.8 
230.1 



93.6 
93.0 
95.0 
99.5 
97,8 
87.8 . 
804 
77.5* 
85.2 
102.8 
123.5 
139.5 



95.5 
94,8 
96,0 
100,2- 
98.0 
89.0 
82,3 
79.6 
88.0 
106,5 
127,9* 
144,3 



76,1 

72.0 

72.0 

68.0 

61.5 

53.5 

48.6 

44.6 

46,3 

55.8 

68.0 4 

79.2 



77.2 
74,0 
74,2 
70.3 

^5.2 
49.4 
44.7 
48.1 
55.3 , 
67.9 
78,5 



All- Other 



\ 



1871-75 ... 
18/6-80 .,. 
1881 '-85 ,,, 
i 886-90 .... 
1891-95 ... 
1896-1 900. 
1901-05 
' 1906-10 ... 
1911-15 ... 
1916-20 ... 
1921-25 ..; 
1925-29 .... 



7 
or 
more 




66.7 : 
64.2 ; 

57.8 i 
54.8 
47.8 . 
41.1: 
33,7" 
28.X) 
27,4. 
30.3 
36.9; 

43rlV 



'1980 
•173.9 
151.9 
128 6 
1,04:8 
822 
63 1 
49.8 
43.2 I 
43.6 
49.1 ; 

53$: 



, . 1925 


4,770.8 


"1,000.0 


185,7 


1182 


93.6 


82,o ; 


■ 78,4 


56.1 


65.3 


;32fe,7 


• . 1930 
-- 1935 


4.254.7 


i!ooo.o 


207,7 


134.0 


99.5 


87.* e 


. .79.9 


54.7 


64,8 


272.6 


3.865,0 


i f ooo.o 


223,1 ' 


151.5 


*99,8 


96.5 


85.3 


41,5 


64.1 


m&2 


. 1 940 


3.451.4 


' 1,000.0 


231,9 


175.9 


105,9 


■ 96.6 , 


933 


52.4 


580 


! 186.0 


1945 


3,212.5 


1,000.0 


222.3 


206.7 


112.4 


114,5 


* 


* 92.6 


40,4 


48'4 


.162;? 


1950 


2,967.7 


1 ( 0G0.0 


227.4 


255.0 


114.1 


97.5 




74.3 


3^,8 


42.6 ; 


-/1 50.3 


1955 


2,706,7 


1,000.0 


250,4 


275,9 


117.8 


81 .C 




62.3 


43,0 


39.1 


..130.5 


1960 


2,529.1 


1 ,000.0 


287.5 


'266.6 


1 14.5 


73.i 




60.1 


43,5 


356: 




1965 


2,641.2 


1 t 000.0 


296.1 


232.4 


116,3 


,78.3 




64,1 


46.1 


' 38,9 


127^8 


■ 1970 


2,924.2 


1,000.0 


266.2 


202.0 


12ff.9 


91,2 




72/S 


57,8 


44 9 


' % 144:5 


1975 


3,315.9 


1 ,000.0 


21 7,7 


163,5 


131.7 


'108.2 




89,0 . 


687 


56.4 


164.8 


1979 


3,666.7 


1,000,0 


188.9 


120.9 


132.0 


118.7 




103.8 


83,0 


66. 7 * 


"' ; 186.0. 



'Number of children born alive to each 1 .000 women who have completed their reproductive histories (women 50-54 years of age). ;* f - *■'■' 

^Proportional distribution of each 1 ,000 women in the cohort by the number of children born alive to them, ' '.' • » : •• i . , ■ 

NOTE: Example of use of table—For every 1,000 women 50-54 years of age in 1979, an average of 3.041.1 children were born alive (about*? children :per 
woman). About 10 percent of the women in this cohort reached 50-54 years of age hiving had no children, about 1 2 percent had 1 child, and about 1 1 percent 
had 6 children or more. ' k ~* •' 

SOURCES . National Center for Health Statistics: Fertility Tables for Birth Cohorts by Color, United States. 1917-73 by R Heuser DHEW Pub "No £HRA) 76." 
1152. Health Resources Administration. Washington. U.S. Government Printing Office, Apr. 1976: Data Computed from Vital Statistics of the United States 
1978, Vol. 1. Public" Health Service, DHHS. Hyattsville, Md. To be published, - . • . ' 
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1966, 
1989. 
1970, 
1971 . 
1972, 
1973, 
1974, 
1975. 
1976, 
1977. 
1978, 



Table 4* Saieetad m#uuret of teenage fertility, according to age and races United States, 1S6«=78 

(Data are based on th© /iationai vital registration system) 



Pace and y$ar 



Total 1 



Age 



10-14 
years 



15-17 

years 

■ — > 



1$=19 
years 



Live births per 1,000' 
women 



1.0 
1.0 
1.2 
1.1 
1.2 



35,1 
357 
38.8 
38,3 
39,2 
38,9 
377 
36,6 
34,6 
34.5 
32,9 



113.5 
112,4 
114,7 
105.6 
97,3 
91.8 
89,3 
■ *85.7 
81,3 
81.9 
* 81,0 



10*14 
years 



15*17 
years 



18=19 
years 



Percent of all live births 



0.3 
0,3 
0.3 
0.3 
0.4 
0,4 
04 
0.4 
0.4 
0,3 
0,3 



5,5 
56 
6.0 
6.4 
7.3 
7,6 
7.4 
72 
6.8 
6.4 
6.1 



11 
11 
11 
1 1 
11 
11 
11 
11 



10.8 
10.4 
10.2 



15-17 
years 



13-19 
years 



"15-17 
years 



18-19 
years 



* Live births to Live births to 

unmarried unmarried , \ 

women per 1,000 women per 1,000 

unmarried women total live births 



17.1 

17.6 

18.6^ 

18.9 V 

19.0 

19.5 

19,3 

20.1 

19.5 



30,0 
31,5 
32.9 
31.7 
31,0 
30,6 
31.4 
32,8 
32,5 
35.0 
>35,7 



403.7 
412.8 
429,8 
445.4 
458.5 
468.9 
482,5 
5139 
540 2 
565.5 
574.9 



201.3 
210.7 
2239 
232,0 
246,8 
555,7 
270.4 
298,1 
316.1 
343 7 
361,6 



White 



1968, 

1969', 

1970 

19T?1 . 

1972. 

1973, 

1974. 

1975, 

1976. 

1977. 

1978, 



1968, 
1969, 
1970, 
1971 . 
1972. 
1973, 
j 1974. 
1975. 
1976. 
J 1977, 
1978. 



r 



Black 



' 0.4 


25,6 


a 100.5 


0.1 


4.2 


10,5 


6.2 


16.8 


234,4 


127.4 


0,4 


26,4 


1 99,2 


0,1 


4.3 


10,2 


6.6 


17.0 


240,3 


129,0 


.,0.6 
0.5 


29,2 


101.6 


; 0.1 


4.6 


10,4 


7.5 


17,6, 


252.0 


135,0 




,92.4 


0.1 


4.9 


10.4 


7.4 


15,9 


2517 


1317 


" 0,5 


^29.4 


84,5 


0.2 


5,"7 


10,7 


8.7 


15.1 


264.4 


1367 


f 0.6 


29.6 


. 79.6 


0.2 


-e,o 


10,6 


8,5 


150 


276,4 


142,6 


0,6 


f 29,0 


77,7 


0,2 


5.9 


10,4 


8.9 


15.4 


294.2 


150.1 


0,6 


28.3 


74,4 


'0,2 


5.8 , 


10.3 


9,7' 


16.6 


4 329,6 


171,9 


0.6 


26,7 


- 70,7 


0,2 


5,4 


• 9,9 


9,9 


17.0 


357.4 


* 187,9 


•0.6 


26,5 


TpA 


02 


5,1 


9.4 


10.7 


18,8 


389.2 


209,5 


V 


25,4 


70,1 


0,2 


4.9 


9.3 


10.5 


19.5 


400.9 


224,4 


S 




t 














■■ 4.7 


98,2 


208,1 


1 1,2 


13,1 


16.6 










4.8 


96.9 


202,5 


1.2 


13.1 


16,7 


72,3 


129.1 


720.9 


482.9* 


5,2 


, 101.4 


204,9 


1.3 


13,4 


16!% 


77M 


136.4 


759,6 


521.4 


5.1 


99.7 


193,8 


1,3 


14.0 


16,4 


80,9 


136 3 


796.^ 


560.3 


5.1 


99,9 


181,7 


1,4 


15.5 


17,0 


82,9 


129.8 


810,1 


590.2 


5.4 


96,8 


169,5 


1,5 


15,8 


,17,1 


81,9 


123.0 


825,6 


/ 603.8* 
/ 638,3 


: 5,o 


91.0 


162.0 


1.4 


15.4 


17.1 


79,4 


124,9 


848.0 


5,1 


86.6 


156,0 


1.4 


14.8 


16.8" 


77.7 


126,8 


874.0 


676.0 


4.7 


81,5 


146,8 


1,3 


13,9 


16.0" 


74,6 


121.6 


897,4 


709.0 


4.7 


1 81,2 


147,6 


1.2 


13.1 


15,4 


, 74,3 


125.9 


*J 9047 


746,4 


4.4* 


76.6 


145.0 


1.1 ' 


12,2 


15,2 


70.3 


124,3 


909.1 


764.8 



'Includes at! oth#r races not shown separattly 

NOTE: Beginning in 1 970, births to nonresidents of the United States are excluded. 
SOURCE; Division of Vita! Statistics. National Center for Health Statistics: Selected data. 
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Table S, Legal abortions, according to t#iact*d patient characferfetfoa, type at procedure, and loeaOon of facility: 

•" United State*, 1973-71 





(Data are based on reporting by State health departments and by facilities) 








Characteristic - 






Year > , 










1973 


1974 


f§75 


1976 


1977 


_ 
197& 












apOrtions reported : * 




Genflfr for Disease Control ... ................... . 


615,801 


i 

'763,476 


,854.853 


We.267 




1 *1 57 776 


Alan Guttmacher institute 


744.600 


898,600 


1 ,034,200 


1.179.300, 


1,320.000 


■ 1 ahq Ann 








\ 


1 Percent distribution 






Total 




100.0 


6 100,0 


100,0 


100.0 


w . lyu u 


100,0' 


Und^iO^years ... . 


Age 






f 










32.7 


32.7 


331 


^32.1 , 


3CF.S 


- 30.0 


20-24 years 




32,0 


31 .8 


*V.9 


33 3 


• u ¥ 34,5 


35,0 


25 years and over. 




35,3 


35,1T 


35,0 


34,6 


34.7 


\ * 34,9 




"Color 














White... 




72.5 


69.7 


< 67.B 


66,6 


W4 


67,0 


All other 




27.6 

i 


30.3 


p,2 


33.4 


33,6 


33.0 


Marital status * , 


m 












Married..,. 


f 


27.4 


27.4 


-26.1 


* 24.6 


* , 24,3 
75.7 


26.3 
73,6 


Unmarried........... 


■ ,..,.».. »^ ....... . 


70 R 
rCiD 


/ £.0 


73.9 


75,4 

b 


Number of living children 














!:::::::::::c:::::: 




48.6 


47.8 


47,1 


47.7 


53.4 


56,6* 






196 


20.2 


20.7 


19,1 


' 19,2 


2...................... 




14.2 


14.8 


15,5 


15,4 


14,4 


14.1 


3...............:...... 




8.7 


8,7* 


8,7 


83 


7.0 


5,9 


4,, 

5 or mere.,....,.,,.. 




4,8 
4.9 


4,5 
45 


4.4 
42 


4 % 

3,r 


3.3 

2,9 


4,2 



Period of gestation 



Under 9 weeks, ................ , 


36.1 


42,6 


44,6 


47,0 


51 ,2 


52,2' 


9-1 0 weeks 


............ 29.4 


28.7 , 
15.4^ 


28,4 


2^,0, 


27.2 


26.9 


11-12 weeks..,. .................. 


17,9 


14,9 * 


14.4 


13.1 


12,3 


13-15 weeks.,..;,,... 


6.9 


5.5V 


5.0 


4.5 


3,4 


4*0?* 


1 6-20 weeks 


............ 8,0 


6,5 \ 


6,1 


5.1 


4,3 


?7 


21 weeks and over 


.„....*.,, 1.7 


1".2 ] 


*1.0 


' 0,9 


0.9 


0.9 v 



Type of procedure 



Curettage , , 




88;4 


89.7 


90.9 




92,8 


93.8 


94.6 


Intrauterine instillation ....... ...... 




10.4 


7,8 


6,2 




6,0 


5.4 


3,9 


Hysterotomy or hysterectomy. ........ 




0.7 


0,6 


0.4 




0.2 


0,2 


Oil 


Other,,,,.,,,,,,,,,,;,,,,,,,,,,,,,,;,,.,,. 




(3.6 


1.9 ( x 


2.4 




0.9 


' 0.7 


1.4 



Location of facility 

In State of residence 

Out of State of residence 



74.8 

25,2 



86.6 
13,4 



89,2 
10.8 



90.0 
10.0 



90.0 
10,0 



89,3 
10.7 



" ~ " ~ — • — - - — 

NOTE: Percent distributions exclude oaseSifor which selected characteristic was unknown and are based on abortions reported to the Center for Disease 
Control, 

SOURCES; Center for Disease Control; Abortion SurvmiUance, 1976. DHEW Pub, No. (CDC) 7M205. Public Health Service, Washington. U.S. Government 
Printing-office, Apr. 1978, Abortion Surveillance, 1977 Public Health Service. DHEW, Atlanta, Ga,, Sept, 1979, and Abortion Surveillance. 1373, Public Health 
Service, DHHS, Atlanta, Ga, To be published; Sullivan,. E r , Tlet^f C, and Dryfooa, J,; Legal abortlonsjn the United States, 1975-1976, F&m. Pfann^frapmt 
9(3): 11 6-1 29, May=June 1977; The Alan Guttmacher Institute: Personal communication, 1980, \ 
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TaW# 8, Lagalaborilona, abortloivreiated deaths and daath frtw». and relative ria(jf of death, according to period of gaatatlofi; 
4 United Stale*, 19>3-75 and 1976-78 

', (Qata art based primarily on reporting by State health departments and by facilities) 



Year and period 
of gestation 



Number of 

legal 
abortions 
reported 



Abortion-related 
deaths^ 



Number 



Rate per 
1Q0 f 0OQ 
abortions 



Relative 
risk of 
deatfr 



1973-75 



Total 

Under 9 weeks 

9-10 weeks ....... 

11-12 weeks,.,.,.... 

13-15 weeks. 

16-20 weeks , . 

21 # weeka\and over. 



Total . . .V 

Under 9 weeks. . 
9-10 weeks 
11*12 weeks. 
13-15 weeks . . . . . 
16-20 weeks, .. . f. 
21 weeks and over. 



. . . . 



1976-78 







3.5 




928,614 


6 


4 0.6 


— 

■1.0 


,642,684 




1 2-2. * 


3 7 


355,217 


* * 12 


3.4 


5.7 


127,606, 


9 


7.1 


118 


160J54 


. ?1 


20.6 ^ 


34.3 


■ 28.885 


7 


24 2 - 


40.3 


y 


m 


.i 












3,225,47j 


33 


10 




1,620,840 


I 5 


0.3 


IP 


882,051 


6 


0.7 


2.3 


425,744 


. 2 ./ 


0.5 


1.7 i 


127,890 


8 


6.3 ■ * 


210 


139.587 


10 


7.2 


24,0 


29,361 


2 


-6,8 


22,7 



'Relative risk based on the index rata of 0,6 for 1 973=75 and 0,3 for 1 976-78 for the gestation periid under 9 weeke 
SOURCE; Center for pisease Control: Abortion §ur^iUan%k 1978. Public Health Service, DHHS, Atlanta, Ga, To be published. 
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Itti ?; twmtM women 1M4 run el igt and pMMnt dltWbuUon by codrsc*ptiv« itilui and method ol eontraotption uted, according to lab* fom 
', ! ttatw, reWind age: Unmd States, 1973 and 1976 

. * ' j : . , 

_ (Data art based, on household intervitwa of samptis of tver-marri^wpfiiin Irk the ages) ' 

A'' , . ' . Ham la Mtf « ' ■ ^**»*tt 

mtmfMj omimrri&j 
wcnienin , mmn using 



Labor force status, 
: race, and ap 



Mali Birin control Intrauterine 



IN LASQR FORCE 
Totals 



Othefi 



1175 llffi JS73 108 



Percent distribution , j 



' 1 W4 years , , 

f 


7 


.... 13,284 16,307 


65.8 


66.9 


1000 


13.0 


14i 


9,0 


; 11.6 


41,4 


38,0 


, 10,1 


9.8 


26.5 * 


26,1 


1M4 yaavp 


/* 


.... 2,921 3,340 


75,3 


74.1 


100.0 






.08 




75 i 


u 


9,6 


3.1 


14.Q 


31 □ 
i\M 


25-34 yews ?. 




.... 5,212 6,847 


67,0 


69.9, 100.0 






1 5,3 


IU.0 








11.3 


9£ 1 

ioJ 


225 


35-44 jfMd,.!^,,,,, 


. 111 ,111 llll.ll 


5,151 6,120 


594 


59.5 


100,0 


24.4 


211 


14,2 


202 ' 


183 




, 70 






131 


1544 years.. . t 


'White ^ 


. 11,474 14,071 


67,4 


68,6 


100,0 


116 


141 


10,0 


12,6 


41,4 


37.6 


9.8 


9.7 


27.4 


261 


15-24 years.,....,.., 




... 2,61/ 2;9S0 


75.0 


76,1 


100,0 


: '2.2 


"2,6 


*G,§ 


•1.0 


71,8 


i 

65,3 


•9.5 


9.0 


15.6 


22 1 


25-34 years,.,...,,, 




... 4,487 5,838 


68.4 


71.2 


100.0 ' 


9.0 


15.3 


10,5 


11.9 


424 
18.5 ' 


38.7 


12.3 


11.3 


26.2 


22.7 


3544 yiarr.^ 




... 4,372 5,253 


..61,7 


61J 


100.0 


21.3 . 


20.7 


159 


218 


16.0 


* 69 


8.0 


37.3 


33,6 




1 ' 
Hack 


















/ 












1544 years ... 




..: 1,681 1.97S 


57.3 


58,4 


100.0 


23,8 


161 


♦1.1 


•2,8 


42.8 


42.6 


13.7 


113 


18,6 


24,8 


1H4 years.,.,-.... 


| 


.. 30 W 421 


78,1 


,59.4 


100.0 


4.4 


'•2.8 


•00 


•0.4 


775 


712 


12.0 


\8,9 


•6,0 
104 


•165 


25-34 years, 




,.. 656 874 


58.4 


64.4 


100.0 


15.4 


14.1 


•1.0 


•0.5 


44.2 


49.0 


19.4 


128 


22.9 


3544 years,,,,, 




,., 704 784 


47,0 


51.4 


100,0 


47.6 


31.0 


•1.2 


*7,Q 


16,1 


20,1 


8.3 


10.4) 


26.6 


4l,5 


















J 














NOT IN LABOR FORCE . .' 


i 




i 










I 






I 










Total 5 






























L 

1544 yean.. 




... 16,963 15,481 f 


66.9 


64,7 


100,0 


14.1 


163 


11.4 


121 


s 

32^ 


30.8" 


101' 


10,1 


,31.1^ 


30.7 


15*24 yean 




„. 3,672 3,342 


60.3 


623 


100.0 


•6.2 


.53 




*1,8 


88.2I 


62.0 




9,9 


205 


21,1 


25*34 years J ,., 




.,. 7,519 7,257 


72.7 


692 


100.0 


13.7 


165 


109 


10,7 


32,4 


29,7 


13.3 


11.4 


29,8 


31.6 


3544 years... 




,., 5,772 4,882 


63.4 


59,8 


100.0 


19.5 


238 


17,2 


220 


18,3 


10,2 


•4,4 


8,1 


40.6' 


351 



See footnote it end of tebfi. 
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Tito 7; immm mm 1M4 yaart of tg» thd ptfetnt dliiributoi by wtmqftn ttatua and ntitod el rant agpUofl uwd, lading to labor fact 



i, net, ihd i&t; UnM SWm, 1973 ind 1978-CMtlnUfd 



(Data are based on feousshoid interviews ol sample of svar-marrled women in the ehiidb 



Lafior forci idte, 
race, and igi 



NOT IN LABOR FORCE-Con. 
. ' Whits 



to/niw of Pmint of 

wmn In mmti using 
thousands cm\fm0on fofa/ 



Femk Mate 
Ifsf/teii/en iterfaW 



1173 1373 im 



mi im \m nn 



Wng ap) 



Ate M of QontriQiplion 



pill . dayfce 



ww m ws im im 



mm 



■;■ 1 S-44 years . t 

'154* years 

25-34 years,.,..,. 
3M4 years,, 



fare, 



1544 yeifi. 



"4"" 



Hack 



5,321 f3,80Q 


68.1 ■ 


65,9 


100.0 


13.1 


11.5 : 


121 132 322 


301 


9.9 


9,7 


326 


30.7' 


3,240 2,133 


60,8 


63.1 


100,0 


*&,o 


•4,7 


*3.7 '2:0 571 


62.9 


'11,8 


9,6 


21.4 


20.8 


6,869' 6,500 


73.7 


707 


100,0 


12,9 


•157 


11.4 11.6 321 


30.0 ■ 


13.0 


10.8 , 


30.6 


31 J 


5,212 4,366; 


.65.1 


60.8 


100.0 


17,6 


'22.7 


18,2 24 0 1 8.0 


9,7 


*4,2* 


7,7 


420 


35.8. 










J 
















1,448 1,334 


54.0 


54.2 


100.0 


27,4 


27.3 


1,4 1 0,8 40.5 


i 

30.8 


14.0 


14.5 


16,6 


267 


331 343 


541 


58.1 


'100.0 


'93 


•11.2 


•0* '0.4 86.8 


51,4 


133 


'13,0 


10.4, 


24,0 


571 ; mo 


80,0 


558 


100-0 




26.8 


29L <«0.3 38.6 


31,3 


'182 


14,9 


14,9 


26.7 


487 441 


46,8 


481 


100,0 


48,8 


43,0 


'0.S\ '1.9 18.8 


•108 


*8.4 


♦15,2 


251 


.29.1 



3R#fefi only to currentty mim#^ , & 
? 0th#r methods inQlydl ^japhragm, eondom, foam, rhythm, withdrawal, and douche. 
'Includes all qMi mm not shown sapariteiy, ' 

SOURCE; Divisional Vital Statistics, Nitipml Center for Healih Mlsties; Data frornlhe National Survey.ol Family Growth, 
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T«M 8. Death rates for alt causas, aceerttf^ t© rae©, mi, and age; Un Had Stitef, Miteted year* 1950-77 

(Data are baseman the natiortaj vital = registration system) : , 



mace, $e£ ind age 



Year 



1950 



195$ 



196$ 



1970* 



1975' 



197& 



197F 



Totals 

All ages* age adjusted 3 
All ages, crude 



-as- 



under 1 year . . 
1-4 years^™. 

5-9 years .,, 

10-14 years......... 

1 5-1 9 years*. 

2CK24 gears' , , 

25=29 years, , 

30-34 years 

35-39 years. 

40-44 years ......... 

45-49 years 

50-54 years. „, . 

55-59 years. 

60-64 -years.. ....... 

85-69! years, ........ 

70-74 years. ........ 

76-79 years , 

80-84 years, 

85 years and over . 



White male 

All ages* age adjusted 3 
All ages, crude. ........ 

Under 1 year ,, 

1 -4 years. , 

5-9 years. . 

10-14 years........ 

15-19 years.,....,....'.,-,..'.... 

20-24 years 

25-29 years..................... 

30-34 years : 

35-39 years. ........... rf . ..... , 

40-44 years, 

45-49 yearf ; !. 

50-54 years. ,v t 

55-59 years.................... 

60 i S4 years,.....,..,,......,., 

65-69 years...............?.... 

70-74 years .................... 

75-79 years,,,, ,,,,, ,-, 

80-84 years 

85 years yd over 

%mp footnotes it end ©f tab!©. 



841,5 
963.8 



199.4 
283:7 
441.3 
.. 662.2 
1,042.2 
1,562,3 
2,329.0 
3,3282 
5,162,0 
7,979.3 
11,840^8 
20,193.4 



Number of deaths per 100,000 resident ' population 



764,6 
930.4 



760.9 
954.7 



739.0 
944,6 



714,3 ■ 
945.3 



638,3 
888.5 



627,5 
889.1- 



612.3 
8/8,1 




2.463.3 
95.9' 
t43,9 
40,5 
95,3 
126.6 
134,0 
. 167.9 
242.4 
370,0 
563.3 
924.0 
1,334,9 
2,120.9 
. 3,045.3 
4,4206 
6;980,3 
10.814.6 
20,069.0 



2,1424 
84.5 

42,1 
*' 40.6 f 
, 110.3-. 
148,0 
■* 144,2 
172,9 
247.1 
- 377,0 
5*4,1 
889,3 
1.361.0 
2,003,5 
2,9692 
4,370.8 
6,721,8 
10,157.8 
16,344.9 



1,641.0 
70,8 
35.7 
35,7 
lj01.5 
138,2 
136,7 
" I.' 151.Q,- 
209,6 
326,1 
512,4 
784.6 
1,199.8 
1,832.7 
2,574,7 
4,050.5 
-{£205.1 
9,102,6 
16,187,9 



1,595,0 

69,9 

34.8 

34;e 

97.1 
131.3 
129.3 
144,8 
198,4 
313,4 
498,1 
787,7 
1,175.0 
1.822.8 
2,541,5 
3,9483 
6,186.7 
9,034.4 
15,486,9 
f 1 ' 



1,485,6 * 
68:8^ 
34 ,0 N 
35.1 
101 6U 
133.& 
1321- 
. 140.9 
195.5 
304.7 
4823. 
754,7 
1,138.1 
1 ,784.9 
2,480 4 
3,847,1 
8,073.0 
8,814.7 
14,725.9 



963,1 


/ 905 a 


917.7 


911,4 


893,4 


812.7 


798.8 


761,5 


1*089.5 


1,069.6 


1,098,5 


1,087.8 


1,086,7 


1,015,3 


1,010,4 


, 998.2 


766,4 


^2,877,9 


2,694,1 


2,409.0 


, r 2,113.2 ' 


i;59^4 


1.511.8 


1,429,7 


' 109,6, 


104,9 


91,5 


83,6 


71.3 < 


71.9 


697 


67.3 


* 56.7 


53,7 


47,5 


47,5 


39.4 


) s©.3 


38,4 


67.1 


56,4 


51,6 


487 


48,6 


43.3^ 


J 42.8 


425 


130.5 


132.1 


125.2 


130.8 


147.1 


144,5 


138,1 


, 145.8 


173,0 


182,5 


166,9 


171,0 


199.0 


189.5 


. ,182.4 


190,0. 


■»'■ 170,1 


158.0 


,152.1 


157,3 


169,2 - 


168.9 ■ 


159,8 


167.3 


201.1 


' 176 2 > 


173.2 


178.3 


185,4 


169.5 


164,2 


164,2 


2^3,4 


258,5 


253.4 


258.3 


260,4 


230,2 


2192 


219,3 


' 475.6 


4232 


417.0 


; 411.5 5 


420.0 


363.5 


352,1 


339.7 


773 7 


700,4 


709,3 . 


' 687,1 


634,6 


606,0 


586,6 


565.1 


1,213.6 


1,154.9 


1,183,3 


1.157.1 


1,098.6 


971 ,3 


940,9 


925.4 


1,881.4 


1,760.8 


1,784.6 


1,751 5 


1.774.6 


1.534.6 


1,496.4 


1,440.<L 


2,805.7 


2,645,5 


2,751 ,4 


2,801 .2 


2,708.4 


2,443,7 


2,407.9 


2,338,0 


4,067.0 


3,964,8 


4,050.7 


4,061.8 


4,046,1 


3,590,9 


3,542.9 


3,436,4 


6,038,3 


6,720,5 


5,909,2 


5,778.8 


5,828,0 


8,462,2 


5,340.8 


5,233,9 


9,060,0 


.'9,649.8... 


8,698,7 


8,741,9 


8,693.4 


8,253,6 


8,246,8 


. 8,104.6 


13,3697 


13,2923' 


13,544.3 


13,073.5 


12,606,8 


11,8320 


11,774.4 


11,597.5 ' 


22,132.6 


20,063,8 


21,750,0 


22.733,6 


16,'551.7 


18,257.9 


18,767,6 


18,041.7 



0 

ERIC 
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Table 8. Death rate* for all eauaaa, according to race, tax,* and ago: United States, tflectad yeara 1 950-77 ^Contlnu*d 

(Data' lire baped on the 



Am other . male* 

Ail agep, age adjusted 3 ......... 1 ,358.5 1,187.5 1,211.0 

All ages., crude. 1,25f.1 1,133.3 ; 1,152.0 

Under 1 year. * 5.348.3 • 5,189.4 

1-4 years....*..' f # ' 212.2 f . 207.3 

5-9 years . 98.2 77 2 72.3 

10-14 years. . .. ... . 95.8 .75.5 78.8 

15-19 years... * 216.6 168.6 \ \ 165 8 

20-24 years ., 365.4 ! 31 §0 274.9 

25-29 years 429. 4 379.9 . 343.0 

30-34 years.... 573.6 430,§, '.^428 6 

35-39 years. . . \ . .... \ 702.0 . 566.4 ,599.2 

40-44 years. ... 1,039.0 ? 880.4 878.5 

45-49 years .'. 1,458' 5. 1,311.5 1,241.5 

50-54 years../ .... ? ' 2,332.7 v 1,889.0 4 1,916,2 

55-59- years. : . 3,266.3 2,693.7 2,500.5 

60-64 : years .... .. .7" /.,... 4,274.0 3,874,9 4,053.8 

65-69' years 4,605.4 4,580.3 5,103.7 

70-74 years 6.340.5 6.088.5 e 6,493.2 

75-79 years, .*. 8,864.1 7,169.9 7,628.0 

80-84 years : . . . 9,291 .9 9,695.2 1 1 ,01 7.4 

85 years and over 1 5.742, 1 13,766.7 15.238.7 

See footnotes it end of table. 



1,217.2 
1,121,3 

4,871.1 
178.3 
70,4 
65,0 
172.8 
292.0 
392.2 
458,4 
662.8 
948.6 
1,324,8 
1 .887.4 
2,492.6 
3,940.8 
4,853.1 
6.433.9 
8.180.5 
9,725,4 
15,761.8 



1,231.4 
1,115.9 

4,020.0 
144 7 

62.2 
67.8 
224.0 
.41J5.5, 
'456.6 
558,8 
723.7 
1,024.3 
1,396.1 
1,935.3 
2,639,5 
3,534,4 
4,759.2 
6,557,3 
8,483,1 
9,855,8 
11.405.2 



1,097.5 
999.1 

3,001.1 
108,8 
55.9 
57.4 
1^4.3 
1 - 3^*0,7 
435.8 
•• 477:1 
630.8 
844,7 
1.166.4 
1 ,690,0 
2.392 8 
3,280,8 
4,036.7 
6,534.9 
8,254.3 
9J67 4 
11JB93.8 



1,072.1 
983,5 

3,012.4 
107.5 
54.8 
- ^ 49.9 
149,8 
300.1 
389.9 
436.6 

^Jfios 

811,3 
1 ,138.3 

„ 1,683 3 
2.362.8 
3,371 4 
3,963,4 
6,394 .1 i 
8,428.5 
9,010.5 

11,519.1 







= 






Year • 








Race, sex, and age 

K - 1 r y-- . 
















_ 


- 195& 


' 1955 



; I960 i 


s • 1965 


\ WTO* 


L '1975< 


,1976* 


1977* 


- • f White female . ^ ■• 




" 


Number of , 


\ 

deaths per 100,000 resident population 
* ■ 


• ■ 


All ages, age ad j listed 5 , ,^,4- ,.; 


. "645,0' 


V '572.6 


555,0 


527.6 


501,7 


445.3 


439.6 


427,8 


' All ages, crude.,..,..' i 1 *,;,."; 

Under 1 year ... . fl 


60.3.3 ' 


. 777.4 


801 .0 


,800.8 


812,6 


783,8 


.793 6 


783.3 


I * 5865 


2r1 67,5 ■* 


2,007. 1 


1.801.3^ 


1,614 6 


1 ,222.3 


1,192,1 


1 f\QA B 


,1-4 years* 


90=3 


85.2 


74,6^ 


' 66.1 


'" r *57.1 


• .55,9 


5^5, U 


5-9 years, .......... , . 


• 482 


39.0 


38.3 


321.8 


32Q 


. " : 27,5 


'26,9 




lb-14 years.... ....... ................. 


41,3 


3T.8 


30,8 




, 27.9-. 


■ ( ' 24,4 


24,2 


ok n 


15-19 years,,. ....... 

2b-24 years, . . , 


62 3 * 


53,9 


50 3 


< * 60,1 " 


57-8 


' ; > 52.4 


52.6 




.'. ' 79,8 


\ 64,7 


60,4 


63.1 


<■ mi 


'59.8 


57 0 




25-29 years... ....... .... .. 


.,• .' 97.4" 


74.1 


71.6- 


70 ;6." 


73.1 


I - 641 


61,8 


61 4 


30-34 years ........................... 


..' / 1289 


101,Q 


97.1 ' 


101.6 


... 97,2 


84.3 , 


80,9 


78 3- 


35-39 years 


187.8 s 


"154.7 


147.5 


150.8 


'.' 150 9 


124.0 


119.2 




' 40-44 years ... 


... „ 288 8 * 


* 246.8 


237,9 


' . 23.5.7 


232.0 


206,9 


194.0 




45-49 years, . , , .... ................... 


443.6 s 


369.2 


368.5 


" 376,1 


373!e 


326.6 . 


319.0 




5Q-54 years ............................ 


657.8 


5759 


560.3 


;; 567.4 


559.5 


499,7 


418,4^ 


480.1 


55-59 years ............................ 


1.017.6 


879.6 


829.7 


799.8 


830.8 


761,6 


-.. 751 1'o' 


726.2 


60-64 years, . , . 


1,621.1 


1,385.7 


, . 1,362 2 


. 1,281.8 


1,222.9. 


' 1,149.5 


1,157 7 


1,f44.0. 


$5-69 years . . 


2,520.9 ■ 


2,304.4 ' 


- 2.T54.9 


x 2,025.9 


1.924,5 . 


, 1 ,662 7 ' 


1,651.5 


i|6J2,7 


70-74 years , . , , 


. . 4,265.2 


, 3.7180 


3,583,2 


3231 3 


3,134.1 


2^798.8 
* ,4,801.8 


2,721.9 


% 2,634.6 


75-79 years, . . .1 


7,048.5 , 


6.396.3 


6,084.2 


5,697 3 


5,349.8 


4,745.3 


4,603 3 


80-84 years". . . ......... . : , ... 


7. 11,061,8 


10,528.4 . 


10,654.3 


9.587,5 


8,869,4 


7,813.5 •■■ 


7.743.4 


: 7,494.9 


85 years and over ... , . . •. ■ 


: . 19,676.8 


19.1561 


t9,477.7 


19,353.7 


1 s^to 


14,494 1 


14,823.3 


14,039.7, 



v 1,045.9 
967.1 

^780,4 
108,1 
51,6 
53-9 
.. 145.0 
276.6 
382.0 
415,1 
560.8 
793.0 
1,100.8 
1.624.2 
2,310.8 
r 3,360.1,, 
3,795.2 
6,196.1 
8,650,4 
8,986,0 
11,286.1 



- Table f, Death ntm tar all cu— , according to rece, ms, and age; United States, selected years 1»50-7 7 —Continued 

(Data are baaed on the national vital registration system) 
'= = - . / year 1 4 ' - 



Rsoa, s#jr, and age 


1950 






1965 


wo* 


19751 


19761 


19771 


-i — — — ... . . 

Black males * 1 






Number of deaths per 100,000 resident population 




, * All ages, age adjusted 3 ........ 


, . 1,373,1 




1,246,1 


1,270,3 


1,318.6 


1,174.3 


1.151.1 


1,127,6 


■^*»**Ali ages, crude.,...;........;,.. 


1 ,260.3 




1,181.7 


1,163,0 


1,186.6 


1,064.0 


1,051,8 


1,037.0 


Under 1 year,,,,, ... ; ....... ^ . . 


4 * 1 1 A1 *3 iZ 
f , 1 




5,306 8 


5,039.9 


4 L 298.9 


3.253.5 


3,282.8 


3,038,7 


1-4 years. . . ;.. .V ................ , ; 


- — 


208.5 


182.3 


150,5 


114.6 


112.9 


113,6 


5-9 years.., ...... 


\ ] 95.3 




71.9 


72,0 


65.1 


57,6 


57,0 


53.6 


10- 14^ years k '„ .......... i 


94.8 




79.2 


" 65,8 


63.8 


57.1 


50 J 


55.7 


15-19 years.. . . , ..... , .'. 


216.0 




165.5 


176.6 


230,9 


167.4 


147,3 


143,0 


20-24 years.........../.,,......... .. 


.,' 366,9 


— 


271,8 


300.0 


448.8 


357.3 


316.7 


287,2 


25-29 years. , •. 


433.5 




356,3 


404.4 


505.4 


476,8 


422.3 


412,8 


30-34 years..... , '. ... . 


.. 583.1 




447,4 


489.4 


622.3 


531.4 


486.5 


,465.8 


35-39 years,, , , .... :,V. 


.,; ' 713.0,; 




627;9 


704,9 


794.9 


671.2 


629.0 


610.0 


40-44 years..... 


1,066,0^ 




912,3 


1,007.3 


1,117.3 


9244 


883.9' 


862.9 


45-49 years 


1 ,496.2 




1 ,296.7 


1,395,9 


1,514.9 


1,270.2 


1,240,1 


1 ,206,2 


50-54 years...... .......... ......... , 


.„ 2,393.2 




2,016,7 


1 ,986.4 


2,075.3 


1 ,822.9 


1 ,828.0 


1.765.1 


55-59 years. ,, ., ................... f .. 


3.325.3 




2,664.5 


2,633.6 


2.825.8 


2 548 0 


2 522.4 


2,472.3 


60-64 years...,..,..,....*. 


4,382.7 




4,199.6 


4,226.9 


3 778.7 






3.565.0 


- Oi^vi? yDCu 3 - • . % . 


A flfiQ A 




5,226.5 


5 033 S 


5 051.3 


4- 20*1.5 


4 1 18.2 




70-74 years. ......... ....... .......... 


,, 6,436,0 




6,664.5 


6,559,0 


6 936 6 


7,045.5 


6,932.8 


6,699,0 


75=79 years... ...» 






7,853,7 


8,461 ,4 


8,827.8 


9,080,2 


9,426.9 


#9,886.7 


80-64 years. ............ 


..I 10.101.9 




10,757,1 


9,919 6 


10,629.9 


9,738.7 


9,555,1 


9,853,8 


35 years and over,....,,.... . ... 




1 


14,844.8 


15,966,7 


12,222,3 


12.450.9 


1 2.375.0 


12.030.0 


All. other female 5 


















All ages, age adjusted 9 


1,095.7 


909.9 


893.3 


831 .4 


? 770,8 


648,3 


635,1 


621 ,3 


&N ages, crude................. . 


993,5 


875,9 


872,6 


822,6 


775,3 


682,5 


680.0 


672,5 


Under 1 year.,,.,,,,,,;;,,,,,,,,,,.,. 


I 1 ,163.0 


4,282.1 


4,067.1 


3,872.7 


3,169.4 


2,523.0 


2.542.2 


2.304,6 


1-4 years,. , 




185.7 


174.4 


156.7 


123,3 


93.0 


86.1 


87.1 


5-ff years.,.....' 


80.1 


61,1 


61.0 


54.5 


46.0 


368 


35.4 


34.3 


10-14 years, , , , , , , , . „. . 


69,1 


48:6 


44,2 


40,2 


38.6 


31 .6 


29,0 


28,0 


15-_19 years.,.,..,.,.,,,..,.. 


176.6 


91.2 


80.4 


80,2 


84.7 


65.4 


56,9 


62.8 


20-24 years 


253.9 


164.5 


335,8 


121.6 


138.1 


110,7 


107.2 


99,1 


25-29 years...,..,.,.......: 


330 j 


234.0 


210.2 


189.2 


185,2 


141,7 


139,3 


131.7 


30-34 years , , , 


457.2 


322,2 


307,8 


288,0 


2500 


183.4 


180,7 


165,6 


35-39 years' .. i ...... 


613.6 


477.6 


448.1 


435.6 


395.7 


288,9 


261 .8 


256.1 


40=44 years,,,, .......... 


924,4 


6064 


€608 


837.7 


586.3 


434,7 


426.1 


404,1 


45-49 years.,.., 


1,246.8 


1.051 .4 


919.4 


870.5 


829.0 


657,8 


625,6 


599,7 


50-54 years. ............ 


1,940.7 


1,567.9 


1,419.5 


1,246.4 


1,153,0 


914.1 


928.6 


914.5 




2,830.0 


2,109,9 


#1,951,8 


1,677,8 


1.606.4 


1,367,4 


1 .31 2,6 


1.307.5 


60-64 years, , ......................... 


$579 3 


2,872.4 


3,019,5 


2,849.3 


2,218,8 


1 ,939,0 


1,917,0 


1,895,0 


85=69 years, ... 


3,346.8 


3,348.5 


3,474,4 


3,206,2 


3,129,5 


2,331.0 


2,229.2 


2,176.1 


70-74 years ........................ 


5,153,9 


4,472.4 


4,742.5 


4,257.2 


4,438,4 


4,667.0 


4,452.1 


4,298,6 


75=79 years:. 


7,014.5 


6,156.8 


5,879.2 . 


5,714.0 


5,782.2 


5,832.0 


6,132.6 


6,450.8 


80-84 years .................... . 


7,220.0 


6,892,2 


8,477,5 


7,888.8 


7,421.5 


6,180,9 


6,333,6 


6,265,0 


85 years and over,,...,..., 


..- 13,426.9 


11,214.7 


12,871.2 


12,998.0 


10,288.9 


9,177,3 


9,1 75,2 


8,673,5 


Sa« footnotes at end of table. 
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Tata Dull rata* for aH gmmm, according to net, m, md agai UnfM Stata, e e lect e d year* 1 950-7 7—CotiUnued 

(Date art based on itfes national vital raglstratfon system) 

.■ Vaar 



Qflj** A^y i&nri ana 
nsw?! spa, any avjfi 


1.950 


j 955 




1965 


1970' 


1975* 


1976* 


1 Q77? 


Black fernaie* 










IQOiOOO rmsidgnt population 




All ages, ago adjusted 3 


1,106.7 




916,9 


859,9 


81 4,4 


688,4 


676,4 


664,4 


All ages, crude.. 


1,002.0 




906,0 


860,6 


829,2 


735,5 


736,7 


730.6 


Under 1 vaar 


" 1 1,139.3 




#, I Ofi.C 


#,UUl il 


3,368.3 
J 


2,740.3 


2.738,1 


2,509,6 


1 =4 years. . , , i * , . - 


• • » I 




1 7*1 *S 




129,4 


96,9 


92.1 


91.0 


*l_Q uagn. 






.54 S 

9! O 


D*S,£ 


47.6 


37.7 


37,0 


35,6 


1 1 4 - VbsO. .i,., •iiiiiiiiiici 


i ■ ■ DO . D 




Jj 4 


#U,£ 


40,1 


31,7 


29.0 


28,3 


1 ^— 1 Q undra 








. si ,U 


66,2 


65.8 


57,3 


62e0 


2fUP4 Wnars 


• - , £p 1 it? 






l£p,D 


144,1 


115 1 


1107 


102,7 


Jf QCU 3 i , ,,,,,,,, 


■ , ■ JK3Wiw 








198,3 


150,8 


150,5 


143,8 


UV^J 9 * Jf BfU 3,,,,,.,,,.,,,,,,,,,,,,:,. ,., 






*tO*5 S 




267.8 


196,8 


196.3 


178,2 


35-39 years. ... .. .. .... 


615.7 




467,3 


457,9 


428.4 


308,7 


278,0 


275,8 


40-44 years 


930.1 




682,5 


666,3 


637 J 


473,4 


456,9 


440.6 


45=49 years............. 


... 1 ,262.7 




943,4 


908,4 


887,0 


715,5 


687,6 


658.4 


50-64 years 


1.968.8 




1,460,5 


1 ,288,6 


1,222.0 


990.8 


1.009.0 


998,5 


55-59 year? : '. , 


2.674.4 




2,051 ,1 


1,739.7 


1,688.5 V 


1,454.8 


1.396.0 


1,397,3 


60-64 years....... ...... 


3,633.3 




3,113.2 


2,992.2 


2,335,8 


2,019.6 


2.005.7 


1,987,4 


65-69 years .... 


3,363,2 




3,551 .9 


3,324,4 


3,285,3 


2.387,6 


2,281 .3 


2,234.5 


70-74 years...... .................... 


5,201.2 




4,832,6 


4,351.9 


4,726.5 


5,025.3 


4.803,8 


4,606,8 


75-79 years............ .. 






5,931.2 


5,869.3 


6,059,7 


6.390.4 


6,800,6 


7,271.0 


80=84 years 

35 years and over.: ............. 






6.437.3 
13.052.6 


7,926,0 
13,143.5 


7,761.0 

10,706,6 


6.472,9 
9.558,6 


6,698,4 
9,554,1 


6,618,5 
9,035,3 



'Includes deaths of nonresidents of the United States, 
'Includes ail races and both sexes, 

3 Age adjusted by the direct method to the total population of the United States as enumerated in 1 940, using 1 1 age groups, ' 
includes black males. 

includes black females, i 

SOUBCf S; National Canter for Health Statistics: Vita/ Statistics of the United States, Vol. il, 1950*77, Public Health Service. Washington, U S. Government 
Printing Office; Data computed by the Division of Analysis from data compiled by the Division of Vital Statistics; U,S, Bureau of the Census: Population estimates 
and projections, Current Population Reports. Series P-2S, Nos. 310, 519, 643, and 721 Washington, jJ.S, Government Printing Office, June 1965, Apr. 1974, 
Jan. 1977, and Apr. 1978; 195Q Nonwhite Population by Race. Special report P-E No, 3B. Washington. US. government Printing Office, 1951; General 
population characteristics, United States summary, I960 and 197Q. US Census of Population. Final reports PGOMB and PC(1)-B1 Washington, U,S, 
Government Printing Office. 1961 and 1972. :• f 



Tabto Uto expectancy «i With ma m 9§ ywp sf pg*. •sorting •© color «nd *»4 United 8M siteM knti 1«0M«77 



(Data aT« based on the national vital registration system) 





Specified age , 

— 4— . 




■Total 






White 






Ail flitui 1 




Both 

BeXeS 


t - - 
Mate 


Female 


Both 
sexes 


Male 


Female 


Both 
sexes 


Male 


Female 

----- - ^- - ■: 




At birth 




* 


Remaining life expectancy in ymarm 






190Q 1 -.;. ....... 




, ... 47.3 


46.3 


48.3 


47.6 t 


46,6 


48,7 


33,0 


££,0 




1950........... 




......... 68.2 


65.6 


71.1 


6i;i ' 


66.5 


72,2 


60,8 


59.1 . 


62,9 


1960. 




......... 69.7 


66 6 


73,1 


70.6 


67.4 


74,1 


63,6 


"81/1. 


66,3 


19702 ............ 




70,9 


67,1 


74.8 


71,7 


68,0 


75.6 


65,3 


61 .3 


69,4 


,19752...,. 




,72,6 


68.7 


76,5 


73,2 


69,4 


77.2 


97,9 


63,6 


72,3 


1976?... ...... . 




72.8 


69,0 


* 76,7 


73.5 


69,7 


77.3 


68,3 


. 64,1 


72.6 


1977*.,..,..,.. 




......... 73.2 


693 


77.1 


73,8 


70,0 


77,7 


68,8 


64.6 


73.1 




At 65 years 




















1900*19021,,/, 




......... 119 


11.5 


12,2 




11,5 


12.2 




10,4 


1 1 .4 


1950........... 




13,9 


12.8 


150 




12,§ 


. 15.1 




12,5 


14.6* 


I960.. ......... 




14.3 


12 8 


15.fi 


14,4 


12.9: 




13,9 


12J 


15.2 


197t£ 




......... 15.2 


13,1 


17.0 


15.2 


13.1 


17.1 


14,9 


13.3 


16.4 


1975 s ........... 




16.0 


13 7 


18.0 


16,0 


13,7 


18,1 


15,7 


13.7 


17.5 


1976*....... ... 




......... 16.0 


13.7 


18.0 


16,1 


13,7 


18.1 


15.8 


* .13.8 : ' 


17,6 


1977 2 




ifi 


- 13,9 


18,3 


16.3 


13.9" 


18,4 


16.0 


- 14,0 


, 17.8 



^ Death registration area only. The death registration area increased from 10 States and the District of O^umbia In 1i00 to the coterminous United States In 1 
1933. 

^Excludes deaths of nonresidents of the United States, • ■ 



SOURCES National Center for Health Statistics: Vm Statistics ffafee in the United Slafes 1940*1960, fay R,D, Grove and A,M, Hetzel. DHEW Pub. No. (PHS) 
1677 Public Health Service. Washington. . U.S. Government Printing Office, 19W; Vital Statistics of the LWfed ffJfas, 1§7Q, Vol, II, Part A, DHEW Pub, No, 
fHRA) 75*1101 HeaHh Resources Administration: Washington, U,S. Qovernment Printing Office, 1974; Final mortality statistics, 1975-1977. Monthly Vital 
Statistics Report Vols 25 26 and 28. Nos/ 11, 12, and 1. DHEW Pub. Nos, (HRA) 77^1120, (PHS) 78-1120, and (PHS) 79-1120, Health Resources 
Administration and Public Health Service. Washington, U.S. Government Printing Office, Feb. 11. 1 §77, Mar, 30, 1 978, and May 1 1 , 1 979; Unpublished data from 
the Division of Vital Statistics, 
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TaM 10, Infant, (ato Mai, and perinatal morteltty rate*, eccofdlng to r*ce; United State., 

(Data are bfsad on the national yital registration system) ■ 



•elected years 1950^77 



infant mortmlity rate 1 



Race and year: 



Total 



Neonate! 



Under 
SB days 



Under 
7 days 



POSt- 

neomtai 



Total 



Number of deaths per 1,000 the births 



I960. „, 






292 


20.5 


17.8 


1955.... 






26.4 


19.1 


17,0 


i960.,.. 






26.0 


18 J 


16.7 


1965.... 






24> 


17.7 


15,9 


1970*;.. 






' 20.0 


15,1 


13.6 


1975* ... 






16.1 




10,0 

9,3 


1976*.,. 






... < 15.2 


10.9 


1977* ... 






- HI 


9,9 


8.4 



White 



I960',. 
1955.. 
1960,, 
1965., 

1970*. 
1975*. 
1976*, 
1977* , 



1950..,.,.. 
1955. ..... 

1960....... 

1965..,...., 

1970*.,.,,, 
1975*..,.... 
1976*.....,, 
1977* 



26.8 
23.6 
22,9 
21.5 

1 7,8 
14.2 
13.3 
12.3 



19,4 
17,7 
17,2 
16.1 



13,8 
10.4 

9.7, 

,-e. 



Y 



17,1 
15.9 
15.6 
14,6 

12,5 
9.0 
8,2 
7,4 



AJI other* 



iiaok; 



1950. 
1955.. 
I960., 
1965., 

^197CH. 
1975*. 
1976*. 
1977*. 



8,7 
7.3 
7,3 
7,0 

4.9 
4.5 
4.3 
4.2 



7.4 

Sj 
5.7 
5,4 

4.0 

3,8 
3.6 
3.6 



Lmte fetal 
mortality 
rate* 



14.9 
12.9 
121 
11,9 

9.5 
7,8 
7.5 
71 



13.3 
11.6 
10,8 
10.5 

8,6 
7.1 
8,* 
6.5 



44.5 


17,5 


22.8 


16.9 


24,8 


42.8 


- 27.2 


22,93 


15.6 


^0,5 


43,2 


26.9 


22.9 


,16.4 


19,2 


40.3 


25,4 


22.1 


14.9 


18,8 


30.9 


21.4 


19,1 


9,5 


13,9 


^24,2 


16.8 


14.4 


7,5 


10.8 


23.5 


16,3 


13,9 


7.2 


10,1 


21,7 v 


14.7 


12.3 


7,0 


9,5 


43.9 


27,8 


23.0 


16,1 




43.1 


27.8 


23,5 


15.3 




44,3 


27.8 


23.7 


16.5 




41,7 


26,5 r 


23.1 


^5,2 




32,6 


22,8 


20.3 


9,9 




26.2 


18,3 


15.7 


7,9 




25.5 


17.9 


15,3 


7.6 




23,6 


16.1 


13.5 


7,6 





Perinatal 
mortality 
ram 



32,5 
29,7 
28,6 
27,6 

23,0 
17,7 
16,7 
15,4 



W.1 
»3 
26,2 
25.0 

21,1 
16^0 
15.1 
13.9 



47,0 
43.0 
41.6 
40,5 

32,7 
25,0 
23,8 
21 ,7 



ilnfam nwail^rato Is the number of deaths to infants undeM year of age per 1 ,000 Ike births. Neonatal deaths are deaths within is days of birth- postneonatal 
deaths are deaths that occur from 28, days to 36i days after birth. Deaths within 7 days are considered early neonatal deaths posineonatai 

SS^fJ^ a "l V ! 1 r ° f 28 ° r m0re $ mtAmn ' Th@ rati ls th * number of late fetal deaths per i.000 live births and late fetal deaths 

^er^tai deaths are late fetal deaths plus infant deaths within 7 days of Birth. The rate is the number of perinatal deaths per 1,000 live births and la^fetel 

*Excludes births and Infant and (ate fetal deaths occurring to nonresidents of the United States 
includes black infants. ^ ' ' ' v 

Wn^SSir'???'! - C,n ' # ^K H Mf"n S ,' a "* ,i ? : W Smart* of the (MM Stam, Vol. II. .1850.77. Public Health Service. Washington. U.S. Government 
Printing Office, Data computed by the DM^ 



Table 11* Infant mortality ralM, according to race, geographic division, and States Untied 

1970-72, aild 1975-77 

(Data are baaed on the national vital registration system) 



i, average anjfuaH i9Qf*7 t u 

I. .-.='4 



Geographic division 
and State ... 



United States 



New England . 



Maine, 

New Hampshire 

Vermont . 

Massachusetts 
Rhode Island ..../.. 
Connecticut 

Middle Atlantic 



1965^7 



1970=72* 



1975~TF ) 



Total* White Black Total* White Black Totap^ White) Black 



Infant deaths per 1,000 live biftha : 



23.6 


20,6 


39.8 


19.2 


17.1 


30,9 


15.1 1 . 


21.2 


20,4 


36.7 


. 16.8 


16.2 


30.0 


s : i^e 


22.6 


22,6 


•27,3 


19 2 


19.2 


•24,4 


•11.2 i 


21 1 


21 .0 


♦46.5 


,17.4 


17,4 


♦25.6 " ; 


11.6s 


21.9 


21.9 


♦20.4 


15.4 


15.5 


•* ' 


1.1,9"?. 


21.1 


20.4 


, 36.9 / 


16-2 


15,5 


2%7 




21,3 


20,3 


46.8 


'19.5 


18.8 


34 6> 


13.7 


20.8 


19.3 


35.3 7 


16:5 


15,0 


29.9'. 


14:4 


22.6 


19.7 


39.5 


18,6 


16.3 


306 


15.3 



Mb 



12,0 23,6 



1 1 3 ; 

1H.7 

*'t2.0 
i£l 
13.0 



i 



*5,2 
•9,1 

19.9 
27!o 
27,4 



13.2 25.1 



New York ... 
New Jersey . , 
Pennsylvania . 



22.7 
22,5 
22.6 



19,| 
18,7 
20.4 



39.0 
40.8 
39.4 



18.5 
18,7 
18.8 



16,2 
15.7 
16,9 



29.9 15.5 
31.9 14.7 : 
32.1 15.3 



13,2 
12,4 
13.7 



24.8 
24,9 
26.1 



East North Central. 



22.7 



20.5 



38.7 



19.2 



17,1 



31.7 



15,2 



13,3 26.5 



Ohio..,,....,.,,,.,..,.,;...,... ...... 21.4 19.8 35.5 

Indiana .......................... 22,9 21.5 37.2 

Illinois...:....,,,.,.,,,,...:......,..,...,..,.,..,,,.,.,,., 24.8 21.0 41.9 

Michigan ... 22.7 20.5 37,7 

Wisconsin .....:................................„........-: 20.6 20,1 32,5 

West North Central,., 21.3 19,9 40.1 



18.4 
19.0 
21,0 
19.5 

W 
18.1 



me 

17.9 
17,7 
17,2 
15-1 

1 7.2 



30.5 
29.5 , 
33.7 
31 2 
27.2 

f 

30,7 



14.9 

: 14,5 
17,0 
K15.2 
12.5 

P 
14.0 



13,6 
13.5 
13,7 
13,2 
12,0 

13,1 



24,0 
23,7 
29,8 
25,3 
21,1 

25,5 



Minnesota ... 
Iowa ...... .... 

Missouri ..... , . 

North Dakota, 
South Dakota. 
Nebraska 
Kansas ........ 



19.9 
19,7 
239 
21.0 
23.3 
20,3 
20,4 



19,6 
19.5 
20,5 
20,3 
20.9 
19.6 
19,4 



38.4 

29,3 
42.8 
*27,6 
*26,7 
32.0 
35,2 



17,4 

17,9 

19,2 

14.8 

19,0 

18,0, 

18,1 



17,2 

17.7 

17.1 

■14.5 

16,9 

17.2' 

17.4 



25,4 
30,9 
31.0 
*29.9 
»^,9 
36,8 
28,6 



12,8 
13,4 
15,3 
14,1 
18,5 
13,6 
13,8 



12,5 
13.1 
13,4 
13.4 
14,5 
13,2 
13,1 



23,9 
28.1 
25.9 
*19,7 
*28,9 
25,2 
24,1 



South Atlantic ...... 

Delaware . , , , , . . , 

Maryland ........ .. 

District of Columbia .... 

Virginia .,. 

West Virginia ............ 

North Carolina, 

South Carolina 

Georgia 

Florida 

East South Central 

Kentucky 

T ennessee 

Alabama 

Mississippi . 4 



26.9 


21,2 


40,6 


21,0 ' , 


17,3 


■ 31,0 


16,9 


13.6 


26,2 


22,5 


17,9 


41,4 


18,1 


14,2 


32,8 


13,6 


11,7 


20,7 


23,4 


20.0 


^35,9 


17,9 


16,0 


27,9 


16.2 


' 13,5 


23,7 


31,3 


22.8 


33.7 


28,3 


21,4 


29.5 


27.2 


15,4 


29.6 


25,4 


21,3 


38,7 


20,6 


17,5 


5 32,1 


16,5 


13,8 


25.9 


26.1 


25.4 


40.2 


21,1 


20,7 


32.0 


16,6 


16.2 


25,9 


28,8 


21,4 


45,4 


' 23:1 




34.1 


17,3 


13.9 


25,4 


29.7 


21.6 


41.6 


22,4 


17,2 


31,4 


18.8 


14,2 


26,2 


27,8 


20,6 


41,2 


20.9 


16.8 


29,8 


16,5 


'13,1 


23,0 


26.4 


20.8 

# * 


41,5 


, 20,3 


16,9 


30.6 


16,1 


12 8 


25,7 


29,1 


22,8 


44,7 


22.3 


18.3 


33,5 


17,3 


14.1 


26,1 


24.8 


23.2 


41.5 


18.8 


18,0 


26.7 


14,9 


14,3 


21,4 


26,2 


22,4 


39,6 


20,9 


18,3 


30,7 


15,9 


13.7 


24,1 


29,0 


22.3 


41,2 


23,4 


18,0 


34.4 


18,7 


14,3 


26,9 


38.4 


23.5 


5,1.7 


27.2 


19,1 


36.2 


20.6 


14.1 


27,9 



Sea footnotes at end of table. 
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TflH* 11. Infant mortality 



.Geographic division 
and State 



•ccordlng-io rmm/m&wnoMQ division, ami Stat* Unlt*d States, average annual 1S6S-87, 

ii70-?a, and i97§.77--eonaMMd 

(Data ar e based on th# na tional vital registration system) , " 

' 1965-67 1970-72* 



1975-77? 



TotmP White Slack TotaP White Black Tom 



White 



Intent dmths per f,OQ0 live birth§ 



West South Centrai. 

r 

Arkansas.................. 

Louisiana.. ...... t... 

Oklahoma 

T««„„m. ','.,;.,„ 

Mountain 

Montana...::. ........ 

kJano-:.....;....... ........ 

Wyoming ....'i ,* 

Colorado 

New Mexico ............... 

Arizona t .......... t ........ . 

Utah........................ 

Nevada.,.,,,,,, 

Pacific......... ..... 

Washington 

Oregon 

California .................. 

Alaska 

Hawaii 



'Includes all ottier races not snown separately, 

3 Exdute births ar^ infant w 
SOURCI: National Center for Health Statistics: Data computed by the Division bf Analgia from date complied by the Division of Vital Statistics, 



Black 



25.4 


21.6 


39.4 


20,9 


18,8 


29,9 


16,2 


14.1 


25.1 


25.2 5 


20.6 


36,4 ^ 


19.9 


1 7 A 








^4.1 


28,6 


20,2* 




22.9 


18.8 


29,7 


18,0 


. 13.2 


26,6 


22.4 * 


20.7 


37.6 




is d 






= ■ 14.7 


24.7 


24,9 


22.3 


38.8 


20,7 


18.9 


30,7 


16.7 


14.2 


25.1 


23.3 


21.9 


34.2 


18.2 


17.5 


263 


13.7 


13.2 


21.1 


23.8 


22.6 


•49,8 


21.3 


21,3 


*23.0 


15,2 


15.2 


'lis. 7 


21.6 


'21.5 


'6.7 


17.0} .' 


16,7 


*_ 


12.5 


12.5 


*5,8 


23,1 


22.8 


*25.4 


23.2 


22,8 


*59.3 


15,8 


15.8' 


*20.2 


23:6 


23.1 


35.6 


18.4 


18,4 


21.0 , 


13,1 


12,8 


20.6 


26.2 


24,1 


31,3 


20,0 


18,7 


28,4 


15.4 


*4.7 


27.9 


25.3 


21.9 


36,8 


17,7 


16.2 


26.3 


14,5 


13.4 


19,7 


17,8 


17.4 


*28.6 


14.2 


14.2 


*15.7 


11,6 


11.3 


'22,5 


23.0 


22.1 


31.3 


21.1 ^, 


19.6 


34,6 


15.1 


14,6 


21,3 


20.9 


20.0 


32.7 


16.8 


16.2 


26,4 


12,8 


12,4 


20,6 


20.6 


19.6 


38,0 ^ 


18,1 


17,6 


31.0 


14,1 


13.9 


19.2 


20.6 


20.3 


34.2 


17.0 


16.9 


23,8 


13.2 


13,1 


21,0 


20:8 


20,0 


32.2 


16,5 


15,7 


26.2 


12.6 


,. 12,0 


20.7 


33.0 


21.8 


56\1 


,19,7 


18.8 


35.6 


15.3 


13.1 


25,9 


19.0 


17.3 


.33.6 


17,1 


17,3 


*16,6 


11,7 


11,9 


*13.7 



i. 
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Tabtf 12. into* mortality mm and perinatal mortality rata S^cWcountrttf, if 71 end 1177 

(Data ire based on national vital registration systems) 









Infant mortality 


A\mmga 
annual 


/p^natai mortality 


annua! 




i ■ 




1972 197V 


pmrmnt 
change 
1972-77 


t972** t£77< 


^ pmfG&nt 
§ change 

1972-77 






■ * 


Infant deaths per 
f.DDQ livm births 


t ' 


Perinatal deaths 
par 1,000 live births 




Canada., .. 
United States 


i„ — , 




17,1 ^ 14,3 
18.5 14.1 


^5,3 


19.2 14.9 
21.9 17.3 


-0.f 
-4.6 



Ai&ria*... ...... 

Denmark 

England and Wales ......... . 

prance. .... ... — ............ 

/German Demoeratle Republic . 

German Federal Republic...... 

s Ireland,, * 

Italy................ 

Netherlands 

Sweden, 4 ............. . 

Swtaeriarid 

Israel .,...........;...,....?....!. 

Japan... t .. 

Australia..:,.....-...:....... ... 

New Zealand 



25.2 
12,2 
17.2 
16,0 
17,6 
22.7 
17.8 
27.0 
11.7 
10J 
13,3 

21,3 
11,7 

1e\7 
15,§ 



16.8 
8,7 
13,8 
13.8 
13.1 
15,5 
15,7 
17,7 
9,5 
8,0 
9.8 

n 4 

13,8 
14,2 



-7,8 
-6,5 
-4,3 

-5,7 
-7,3 
-2.5 
4,1 
-4,1 
-5,8 
-5,9 

^3.5 
-5,3 

-4,7 
-1.9 



26,1 
16,2 
22,0 
^18,8 
19,4 
24,1 
23.5 
29.6 
16,7 
14.4 
16,3 

20.7 
1-9.2 



19.4 J 



17,5 
10,7 
17,1 
18,3 
15,2 
15,0 
21.8 
20,8 
13,0 
10,7 
11,3 

17,7 
14,8 



14,4 



-7,7 
^8,0 
-4.9 
^,9 
-4,8 
-9.0 
-2.5 

<=a,8 

-4,9 
-7.2 
-7,1 

-3,1 

-6,3 



-5,8 



■ Data for Canada and France refer t© 1 975: data for Australia and Norway refer to 1 S76; data fer Italy and Israel are provisional, 

*F#taJ oeaths of 2S weeks or more gestation plus Infant deaths within 7 days per i ,000 live births. For all countries, fetal deaths of unknown gestation period are 
included in the 28 weeks or more gestation. This is not the usual way of calculating the perinatal ratio for the United States, but it was done for the purpose of 

comparison, . » 1 , - , 

^tafor New Zealand refers to 1971, 

*Oata tor Canada, France, and Ireland refer to 1175; data for Japa/i, New Zealand, and Sweden refer to 1976; data for Italy and Israel are provtstenai, 
Excludes infants who have died before registration of birth. 

NOTE: Countries are grouped by continent, . 
SOURCES' World Health brgalteatlon! Wortd Health Statistics, I97i. Vol, 1, Geneva. World Health Organ ization, 1979; United Nations: Pemograph/c Yearbook 
l973r 1974i and T97^Pub. Nos. ST/ STAT/ SIR, R/2, ST/ESA/STAT/R.3, and ST/f SA/STAT/StR ! R/4. New York. United Nations, 1974, 1975, and 1977, 
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Table 13- Uto 



*t Wrtrs eccottftng fa m tilirtaj coimtriee, 1972 and 1977 

(Data are baaed on reporting by countries) 



Malm 



Female 



Gauntry 



1W7& 



19TF 



annum! 
change in 
y$mm 



197W 



1977? 



Ufa expectancy 
In years 



Life expectancy 
in years 



Canada... r .. . 

United Statea... ......... 

Austria.. ' 

Denmark ................. 

England and WaJea.. .......... 

Franca ;,„;„„;,',',„;,■, 

flwnwi DenieeratlG Republic . 
Qarman Federal Republic...... 

Ireland... ............... .......... 

Italy..;... 

Netherlanda. ...... 



Switzerland ■■ 

laraeR. ... ; .„ 
J|0an. ......... 

Australia. 
Naw Zealand . 





og,8 


0,2 


76.7 


77.3 


67,4 


69.3 


0,4 


75.1 


77.1 


66.9- 


' ea.6 


0,3 


74,1 


75,6 


70,6 


71.9 


0.2 


* 76.3 


; 78.0 


69.0 


70.2 




753 


76.3 


69,1 


69.9 


o.a 




77,9 


66,9 


68.9 




fe 74,2 


74.5 


67.6 


69.2 * 


0.3 


74.2 


76,0 


68.5 


69.0 


0.2 


73,4 


74.3 


66.9 


69.9 


0.3 


75.2 


76.1 


70.9 


72.2 


0,3 


76,9 


- 78,8 
79.2 


72.1 


72.8 


0.1 


77.7 


70.7 


72.1 


,0,3 


77,0 


79,0 


7 


■ - $ 
71.4 


0.1 


73.2 


74.8 


70.8 


72,9 


0,4 


76.3 


78,2 


67.4 


70.0 


0.4 


74.2 


77.0 


68.6 


66.9 


0.1 


74,6 


. 75.4 



Average 
Annum! 
change in 
yearn 



0,2 
'0.4 

0,3 
0,3 
0.2 
0.2 
0.1 
0.4 
0,3 
0.3 
0,4 
0.3 
0.4 

0.3 
0.4 

0.4 
0,2 



OanM RepuBte ^ to the aWa ge for the 19^*^ for AyaW,a refer*, mo; data for New Zealand refer to the 
NOT& Geyntte* are grouped by continent.- fc 
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TabJe 14. A^mdjut^d dMrtH rates for selected cam— of death* United SWm, astoeM jfUri 1UCN77 

(Data are based on the national vital regittfatiori fyetem) 



Cmim of tfaatfi 



Ymr 



AJ! 



Diseases of the heart ...., v -. 

Cerebrovascular disease 
Malignant neoplasms 

Raspatory system 

Digestive system.. . . 

Breast 1 . 

influent and pneumonia , 
BroncHitia, ©mphysema, and asthma. 

Tuberculosis 

Cirrhosis of liver .. «\ ........ . . .". 

'Diabetes mellitua 

Alt accidents 

. Motor vehicle accidents # , 

Suiteide , '. vr * ■ * ■ • » 

Homicide. 



1950 


1955 


I960 


f£S5 


. 1 970 


1975 


197$ 


1977 


* * 




Deaths per 100,000 resident population 






8415 


764.5 


70Q.9 




n 4, w 




627,5 


612,3 


307,6 




286.2 


273,9 


253.6 


220.5 


£ 1 g, f 


21 A 4 

£ I Uil 


* 88.8 


83.0 


79,7 


727 


66,3 


64.5 


^1 4 


4A § 


1 25.4 


1 25,8 


125.8 


127,0 


129,9 


130.9 




1 OO.v 


, 123 


16.0 


19,2 


23.0 


284 


32,5 






47,7 


43. S 


41.1 


' ms 


35.2j 


33.6 




4 


22.2 


22.7 x 


22,3 


* 22.8 


231 


22,8 






26,2 


21,0 


28,0 


23,6 


ZZA 


16.6 


17,4 


■■ 14, £ 










11.6 


8,8 


7.9 


7.2 


21.7 


8,4 


5.4 


3,6 


2,2 


1.2 


1.1 


1.0 


8.5 


94 


10,5 


12.1 


^14,7 


13,8 


13,6 


13.1 


14.3 


13.0 


13,6 , 


13.4 


14.1 


11.6 j< 


* 11.1 


10.4 


57,5 


54.4 


49.9' 


53,3 


53,7 


44.8 


43,2 


43.8 


23.3 


24,6 


22,5 


26,5 


27,4 


21,3 


21,5 


22.4 


11.0 


9M 


. ,10.6 


11.4 


11.8 


12,6 


12.3 


12.9 


5,4 


4.8 


5.2 


6.2 


9^1 


10.5 


9,5 


9.6 



'Female only. ■.,"»'" » , 

NOTE: Age-idjusied rates are computed by the direct method to the total population of the United States as enumerated In 1940, using 11 age groups. 
SOURCES: National Center for Health Statistics; Vital Statistics flfafes in the United Smm t ?#4a*f£60, by R.D\ Grove and A.M, Hetzel, DHIW Pub. No, (PHS) 
1§?7 T Public Health Service, Washington, U.S, Government Printing Office, 19fi6; Unpublished data from the Division of Vita! Statistics. 
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Tabto 15. Death rata* tor 




he <*ert, according to mm, an, and apei 

if erased on the national vital registration system) 



••Med years 1950-77 



Under 25 yean 
Under 1 year 
1-24 years ... 
25»29 yean 
30^34 years. ... 

35-39* years..,,, 
40-44 years,../. 
45-49 "years... '.ii.. 
50-54 years.. 
55-59 years ... ^ .1 
60-64 years;. ...... 

65 years and over 

65-69 years ................ 

70-74 years ................ 

75-79 years ................ 

80-64 years... 

85 years and over ........ 

J-v Wriit^rnaie \ * 

All ages, age adjusted 3 , 
All ages, crude. . . , . . ... \ , 

Under 25 years ............... 

Under 1 year ............... 

1-24 years....... 

25-29 years,.,,.. j.... 

30-34 years . 

35-39 years.,.. 
40-44 years..., 
45-49 years,,,, 
50-54 years,... 
55-59 years.... 
60-64 years.,.,,,. ; 
6^ years and over.,./, 

65-69 years ....../;.... 

70=74 years . . . r ./. ...... 

*5-79 years .<". . . . , 

80-84 years 

85 years and over .... 

See footnotes at end of table. 



P(N>* 



Fear 



19$$. ' i960 



1965 



1970* 



19751 



197& ±19771 



Number of dmaths per 1 QQ,Qptf resident population 



007,6 


287.5 


286.2 


273,9 


253.6 


220.5 


216.7 


210.4 


056.8 


356.5 


3B9.0 


368.0 


362.0 


336^2 


337,2 


332.3 


f e a 


3.2 < 


„ 2,4 


2.1 


2.2 


2.4 


l ~2T5~ 




f j 1 
I i 


7,4 


6,6 


9.8 


13.1 


20.3 


23.1 


23,1 


I 


3.0 


2,1 


1.7 


1-8 


1,8 


' Sm 


1,8 
5.7 


I 14 A 
J i *#.o 


1 i ,7 


9.9 


8,6 


7;0 


• 5.6 


5.6 


27,5 


22,4 


20,9 




1 F> fi 

1 w,w 


ADA 


12,1 


.11.8 


57.3 


49.1 


47,7 


46 0 


40,8 


32.6 


30,1 


30.0 


122.5 


107.7 


• 103.5 


* *98,S 


• ■ 90,7 


76.0 


72.8 


70,5 


228.7 


200.8 


197.8 


188,4 


174,4 


147.3 


145,7 


V 137.8 


397.5 


362,0 


355.8 


340,4 


308.3 


261.9 


252.5 


248.6 


642,2 


584,1 


571.6 


535.7 


514.3 


437,0 


423.2 


405,3 


1,007.9 


915.2 


934.2 


f 905.6 


811.9 


"7ip.3 


701,7 


678.7 


fc&44,5 


2,772.7 


2,823.0 


'21778,7 


2,683,3 


2,403.9 


2.393.5 


- 2,334.0 


1,494:6 


1,427,9 


f.412.6 , 


. 1,348,1 


,1.263.8 


1,049.5 


* 1,021,6 


992,3 


2,348.1 ^ 


2,168.5 


2,173.5 


1,999.9 


1,936.4 


1.708.2 


1,658,6 


1.606,8 


3,683.4 


3,462.1 


3,358.8 


3,242.5 


3.052.2 


2;7t6.1 


2.707.6, 


2,654.7 


5.476.1 


5,421 .5 


5,501.5 


5,103.6 


4,744.1 


4,133.8 


4,090.6 


3,948.6 


9,151 .0 


8,917,2 


9,317.8 


9,538.4 


7,891,3 


7,282.0 


7,384.3 


7,095.8 



381.1 


367,4 


37S,4 


368,2 


347.6 


308.0 : 


303.0 


294,0 


434.2 


* 438.5 


454,6 


450,8 


438.3 


401.1 


399.4 


392,4 


4,2 


2.8 


2.1 


1.8 


2,2 


2,3 


2,5 


2.6 


4,6 


6.7 


6,9 


8,9 


12,0 


19,3 


22.4 


24,0 


4.2 


2,6 


1.9 


,1.5 


1.8 


1.8 


1.8 


1,7 


14.4 


12,3 


9.5 


8.2 


6.8 


6.1 


6,0 


6.2 


29.0 


26,6 


24,9 


22,6^ 


18.8 


14.4 


14.9 


14,7 


68,4 


66.7 


66.0 


62.2 


54,8 


43,4 


41.3 


41,1 


160.4 


152,4 


151,7 


144,8 


131 .3 


111.6 


109.2 v 


102,6 


313,3 


291.6 


300.4 


287,1 


266,0 


. 228.5 


223,2 


210,3 


^€44.6 


523,9 


540,4 


520.3 


474,2 


405.9 


390.1 


382.2 


878.6 


836,8 


842.0 


812.8 


784,3 


668.9 


642.7 


614.1 


1 ,324.3 


1,262.6 


1,311,6 


1.314.8 


1.209.9 


1;067,4 


1,049,0 


1,004,0 


3,302.2 


3,251,2 


3,363.2 


3.401 3 


3.318,2 


2,988,0 


2,963.2 


2,894.8 


\S39.7 


1,889.6 


1.928.7 


1.903.1 


1,828.8 


1,567,9 


1.537 2 


1.487.0 


2\g2,9 


2,724.2 


2,788,8 


2,679.5 


2,641.4 


2,367.3 


2,31 7.7 


2,260,5 


4,2487 


4,090.3 


4,099,6 


4,082,8 


3,939,0 


3,600.1 


3,603.3 


3,542,3 


6,186.6 


6.258.3 


' 6,340 .5 


6,137.4 


5,828.7 


5,283.2 


5,219,4 


5,142.5 


9,959,6 


9?316.Q 


10^5.8 


10.657,3 


8,818,0 


8,550.3 


8,692.9 


8,472,2 



I 



Tabi* If." SMtH Mm tor 



of ttte tietftt, ecco fdiny to fWQ9§ MiKf Mid 
e n acted ftm 1950-77— Continued ^ 

<Data are based on tha national vital >©glstratldn system) 



Untied 



Rmem, mx t and age 



,1950 



19$Q 



1965 



[1970* 



1975* 



197& 



197V 



White female 

. . /k) ages, age adjusted 3 ; 223.6 

* i Alt ages, crude..;....,. .............. 290.5 

Under 25 years '4.2 

Under 1 year ............................ 2.9 

1-24 years........ 4.3 

'25-2£.-,y«ars.. : 10.4 

3044 years. . - 17^ 

35-39 years.,..,.,.... ...... „ . h [i^S/frfr, 

40-44 years.... -£'56;&' 

45-49 years....... 103.8 

50=54 years,, 184.2 

55-59 years ............ 331.4 

60-64 years, ........ 613.9 

65 yee/i ahd over.!.....,?,, .-. 2,503.1 

65-69 years 1 ,055.9 

70-74 years .". 1,891,2 

, 75*79 years ..,.,,..., .,, 3,237.2 

80-84 years ............ ., , 5,166.9 

85 years and, over 9,085.7 . 

■ i ' 

All other mala 4 

All ages, age adjusted 3 ....... ..... 407.5 

All ages, crude...-;..',....;.....".. 342.0 

Under 25 years ............. !* 9.7 

Under 1 year,,,,,,. 5.9 

1-24 years,.-..--.-...,.,...-..,,.-.-,.., 9.9 

25-29 years.,...,. 31,2 

30-34 years ... ..... 71.9" 

35-39 years.,.-.---.-...,........-,.-..-.,- 129,0 

40-44 years . . . .V, . . . . . ^ . ; . . .i . * 261,8 

45-49 years.................. ............. ; 428.9 

50^54 years.... ................ 813,9 

'86<68-y««rS;V.... r '...(.. .......... ........ 1.196.4 

60-64 years......... ....... . 1,663.9 

66 years and over, . 2,637.9 

65-69 years 1,856,9 

70-74 years 2,518.1 

75,79 yaar%, ................ ' 3,578,1 

80-84 years ......... 3,845.9 

85 years and over ..... .. .. ...\.... 6,152.6 

Smm footnotef at end of table. 



f Number of dmihs per I00 t 6d0 resident population 



204.0 
293.0 

2,4 
5.6 
, 2.3 
7,3 
11-6 
V-20.8 
"42.3 
78.7 
149.8 
282.1 
622.9 
2,430.0 
975,3 
1,682.6 
3,015.1 
5,041 .9 
9,155.9 



369,2 
319.4 

6,8 
12,6 
6.5 

28.8, 
51.1 
106.7 
* 232.3 
' 414.1 
676,2 
999.4 
1,522.6 
2.562~6 
1,811.7 
2,487,6 
3,066.3 
4,064.3 
5,720.8 



1 Q7 1 


1 fl*a ea 
i oo.y 


< ft7 ft 


■ . 1 


1 ^1 , / 




f :^ 


ol U- f 










1.7 f 


,1.5 


'1.4 


1/7 


I* 


' .1.7 


4 4,3 


..... 7.4 


7.0 


16.0 


15.5 


16.2 


i.5 ! 


1.3 


1.2 


1,2 


.1^ 


1,2 


6,2 


5.0 


3.6 


2,9 


2.8 


f 2.8 


10,0 


9,2 


7.7 


5,7 


5.1 


'i 5.4 


18.5 


17.9 


15.3 


12.1 


11.4 


10,6 


<59,4 


. 34.5 


31,7 


27,8 


«,3 


25.4 


73 7 


7fi Q 




Shy 


CO 4 

pgJ . 


AQ ri 


137.9 


134.0 


121,7 


103.4 


- 97,1 


96.8 


263^4 


239,1 


'227,7 


194.0 


189,9 


179.8 


518,9 


468.1 


419.4 


w.q 


357.6 


349.0 


2,432.8 


2,367.9 


2,283.9 


2 ? 053,T* 


2,056,1 


1,999,9 


914,7 


852.3 


763.5 


619.3 


597.7 


587.5 


1,635.6 


1,453.1 


1,384.7 


1,165,4 


1,121,1 


1,073,7 


2,848.9 


2,672,8 


2,473,6 


2,152,0 


.2.120.3 


2.053.7 


5,062,0 


" 4,591 .4 


4,221.5 


3,644.7 


3,616.3 


3,511.9 


9,280.8 


9,333.2 


7,839.9 


7,105.3 


7.244.5 


' 6.921.5 


opo.J 


'see q 


£OU,g 






£3 f .5 














5.3 


4.9 


5.2 , 


4.9 


5,5 


5.1 


13.1 


20.4 


32.2 ' v 


35,4 


44,6 


39.3 


4.9 


4.1 


4,1 


3,8 


* , 4,0 


3.7 


". 26,2 • 


27.4, 


, . 26.5 


19,1 


18.0 


18,9 ; 


. 53.7 


.,. 55.1 


49.9 


41.7 


b>.e 


35.2 


112.5 


118.7 


ii2,i " 


96,3 , 


88,5 


» 83 J 


211.3 


233.6 


230.2 


178,2 


163.6 


171,4- 


365.t 


- 374.5 


, 376.1 


301 6 


298.3 


290.9 


631.0 


627.2 


585,0 


507,9 


510,8 


494,6 


912,1 


876.2 


891.0 


758,8 


767.5 


752,9 


1.540.7 


' 1,499.1 


. 1 ,267.5 


1,126.5 


1.168.7 


1.177.6 


2>52.1 


2,7i §y 


2,680,1 


2,431.5. 


2,382,0 


* 2,331,4 


1 ,983.3 


*' 1,864,3 


1,816.9 


1,446,6 


1.416-7 


"1.350.3 


2,562.5 


2,429.8 


2,540,9 


2,437.6 


2,341,6, 


2,262.0 


3,098,6 


3,?77.0 


3,359.3 


3,152,2 


3,171.5 


3.261.0 


4,489.1 


3,973.0 


3,948.9 


3,589.5 


3,478.9 


3,466.7 


6,128.6 


€.929.4 


4.983.6 


4.917.2 , 


4,8265 


4,661.1 
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Table 15 . Dealti 



raits for 

* 

(Pa^ arg^aaed on the national vital registration system) 



the heart, according to r*ce, antf ege Unned 



JlaceY ma artd a&S 



Black male; 



All ages, age adjusted 3 , 
A«« — crude,, 



Under 25 years ■ 
Under 1 year . 
1-24 years..... 

25-29 years, 

30-34 years..:... 

35-39 



' 45-49 years. 

50-54 years ....... 

, 55-59 years............ 

60-64 years.. 

65 years and over..... .. 

65-69 years ...., 

70-74 years . , 

75-79 years ........ J. ...... . 

80-84 years'.:....,.......... 

85 year^ and over '. . ..": 

= ":*'- -\ ta All other female* 

_AII ages, age adjusted 3 ^ 
All' ages, crude,.......,.. 

Under 25 years ... 

Under 1 year ... 

1-24 years ., 

25-^9 years... 

30-34 years.. .. ,;. 

35-39 years......... 

40-44 years, ................. 

45-49 years.. .... »...,.... 

50-54 years.. 

55-59 years . ............... 

60-64 years . .. ........ ... 

65 years and over.....7<^.... 

65-69 years .................. 

70-74 years 

75*79 yeam .. v , 

80-84 years /■.V. 1 

85 years and over 

/fiee footnot^ at. end of table, , , 



Ymr 



I960 


, 195& 


1900 


1965 


* 1970* 


1975 1 


197m 


1977 1 




ffemfeer of deajns p#r 100,000 rmldmni population 




415.5 


" ... — 


381,2 


384,1 


' 375.9 


328,9 


326,0 


322.4 


348.4 




330,6. 


331.7 


330,3 


296,1 


296,9 


294,7 


9.8 


* — 


. J* v5.3 


5,1 


5.4 


5,2 


5.7 


5.4 






f 43.9 


21 .3 


33.5 


37.2 


-« " 46.6 


43,8 






4,8 


^,3 


4.3 


4,0 


4,3 


'3,9 


32.5 


— 


28,1 


28,4 


28,0 


21.2 


20.1 


20,3 


.73.8 




57 7 


^9 7 


57 A 
Of.** 


> 47,3 


43.6 


40,3 


133.7 


— 


120,0 


127,7 


,-. 124,5 


/ . 104.2 


97,6 


93:2 


271.4 




222,1 


250.1 


253.4 


194,3 


180,6 


188,0 


442 3 




V 386.0 


397,3 


412,8 


. 329,7 


327,8 


322.3 


841.2 


— 


667,0 


661,6 


626.1 


547.8 


555.8 


536.8 


... 1,225,8 




973.2 


• A 




" ■'; 804,5 


. 82610 


805,3 


1 717.3 




1 ,593.9 


.1,613,1 


1 ,354.6 


1,189,7 


F 1,2380 


1 ,247,6 


.. 2,680.8 


.f. * ' :. , 


2,r38,4 r * 


•2,790.4 


2,836, v 7 


2,580,9 


2,527.4 


2,491.1 


,,, 1,894,9 


" ^% 


^2*030,4 


1 ,937,9 


1 ,934,9 


1 ,509,7 


1,464,7 


1,405.0 


. , . 2,570,3 




2,661.2 


2,547,8 


2,694,5 


2,636.9 


2,539,7 


2,458.3 






3.146.3 


3,422.8 


3,504,9 


3,482,8 


3,565.5 


3.734.5 


,:v. 14,107.9 




4,409,'5 


4,078,6 


4,305.1 


3»|26,7 


3,721 ,8 


3,803,8 




, , . 


6,037,3 


7,113,3 


5,367,6 


6,^fe^ 


5.182.1 


5,031.7* 


... 342.9 


293.0 


283,3 


259,9 


236,6 


■ 194,6 


1903 


181 7 


283.0 


256.8 


255.5 f 


248.6 


* 241,0 


214,7 


215.9 


216,4 


11.4 


7,5 


5,3 


4,6 


4,7 


39 


4,1 


. 4,0 


6.4 


16.5 


11.7' 


17,4 


31,4 


31.3 


42,6 


35,0 


... 11.7 ; 


6,9^ 


4,9 


3,9* 


35 


2,9 


2,7 


2,9 


37.3 
66.1' 


£P,/ 


23,1 


19,8 


14,2 


7,6 


9.7 


9,6 


51 .1 


43,8 j 


36.7 


31,6 


* 17.5 


I7 f 6 


14.4 , 


129.1 


• ^ 91,2 - 


83,2 


73,5 


69l6 


\45.2 


32,7 


'io,4 


.... 245.5 


> 177,2 


158,2 


. 147.8, 


118.8 


« 80,0 


.... 76.1 ; 




... 397.6 


319,1 


257,9 


227,0 


203.2 , 


146.3 


t'45.5 


137.7 


667,9 


542.7 


455.1 


390,1. 


342 0 


247,5 


247.6 


249,6 


998 8 


789,2 


712.6 


592,7 


■535.5 


4^6.3 


" 410,1 


401,7 


... 1,421.7 


1,143.2 


1,170.6 


1,100,9 


828,7 


686.7 


662,9 


658.2 


.. 2,158,2 


. 2,075.8 


2,197,2 


. 2,090.8 


2,094,4 


1,864,5 


. 1.866.4 


1,851 .0^ 


... 1,366.7 


, 1,394,6 


1,393.3 


1,251,3 


1,226.8 


892.9 


833,7 


805,9^ 


.. 2,160.0 


'*1 .679.6 * 


2,006,4 


1,765.9 


1,836,4 


1,867,0 


.1,782.3 


1,724.2 


., 3,059,7 


2,712.3 


/ 2.507.5 


2,503,7 


2,492.6 


2,382,9 


2,597,9 


2,705.5 


... 2,955.9 


3.045,1 t * J 


' 3,730.2 . 


3,570.1 


3,353.5 


, 2,638,9 


2,690,5 , 


2,700.0 


.. 5,350.0 


4,811. 8 C 


5,564.1 '"• 


5,912.2, 


• 4,784.7 


4,181.8 • 


'4,160.3' 


4,050.0 



TMm 15, Dtftt nut for d i— mum of the hvart. according to rac#, an, and m§m United MM,* 

m 1950-77—Con 



-GonlflniMif 

(Data aro based on th# national vital rtgistratioti fyst#m) 



ffaee, ae*,' arid age 



rear 



197& 



f9W 



T97g» 



1B77 1 



BtacK female: 



Numb& bigm&tim pmr f00 t 000 rmitimt population 



Ait ages, age adjusted 3 - 


... £49.5 




292 6 


; 271,1 


251 ,7 


2094 


205.1 


204 2 


^11 ages, erutfe,,,, 

. ■ ,.- * . 


... 289.9 '•• 




, . > 268.5 


263 t 8 


261,0 


235,7 


237,4 


239.0 


Under 25 years . . . V* » ■'» 


11,4 




5,4 


4:8 


4,8 


42 


4,2 ... 


V 

473 


Under 1 year ..... y 1 ........ 






12,0 


17.9 


31*3 


34,8 


44.7' 


37.7 


1-24 wears* . v!' w ="? ' <■! 'T.': 






O-v 


A 1 


. *f 






. 3,1 


25-29 years xl;?. 


38,3 




24.4 


20,3 


16,0 


8,9 


IO.7;.. 


11.0 


30-34 years ;.^....... r . 


67.4 ■ 




47.0; 


40.3 


• • 34.5 


20.1 


20;9 


16,9 


35-39 years., 


131 6 




/ 88.$ 


■'.> 79.3 


66,7 


49.5 


3#,0 


45,8 


40-44 years..?..... .............. 


249.5 




I 166,8" 


156,6; 


1 33:0 . 


.90,8 


84,8 


84.8 


45=49 years.,,:^;. ;, 


' 403.0 




, 269.1 


241 .3 


223.2 


164.9 


166,1 


156.9 


50-54 yeara. ...... - - 


§82,0 




471 .6 


409,4 


367,8 


273.1 


275.4 


279,8 


55-59 years. . ....... J^S. ............... 


,,, 1,022.7 *. 




754.8 


619 9 


567:6 


471,2 


1 ■ 


435,8 


60-64 years. .\ ^ 


... 1,457.0 




1,211.1 


1,165.4 


^ 878,2 


726,8 


702,3 


697,9 


05 years and over...*, ........ .... 


-.. : 2;172.9 : ^ 




-^2,234.7 


2.151.9 


2,199,4 


1,970.1 


1,969.4" 


1.957.3 


65-69 years .............. ..... ...... t : 


.. 1,378.8 




1.430.6 


1,307.0 


1,291,6 


924,3 


^59,2 


4 838,2 


-70-74 years ..... . A . ...... 


... , 2,181,3 




* 2,055.2 


t, 81 6,2 


1,947.6 . 


2,029.6 ; 


1,935,2 


1,859,8 


75-79 years ....^.y*..- ... 






2,545,0 


2,535,8 


2,625,8 


2,632,5 


2,869.9 


3,060,6 


80-84 years ...1..;..........*. ; 


.;| 3,499,3 




3,743.1 


3;632,9 


3,536.8 


2,798,3 


2,884,4 


2,874,2 


85 years and over ...... a ....... . 






f 5,650,0 


6,030,4 


( 5,003^ 


4,398,0 


4,344,0 


4,247.1 



'Excludes deaths of nonresidents of the United States, 
includes all races and both sexes. 

*Age adjusted by the direct method to the total population of the United States as enumerated In 1140, using 11 age groups, 

♦Includes black males. ' , ; j'* "'\ I- , 

include* black females, *. .. 

NOTE: The international GiasajfiGation of Diseases, Adapted for Use in the United States revisions and code nurfibers for diseases of the heart are Sixth 
Rm^on, Nos, 40&402, 410-443, for 19SQ and 1 96a^Sejesnfh_5s^s/Oft f Nos. 400-402, 410-443, for I960 and 1965; and Eighth Revision, Nos, 390*393, 402 
404, 41W14,4ari429, for 1970-77. "* — — / 

SOURCES: 'National .Center for Hearth Statistics: Vital Smmiee of the United Sfafes, Vol, !!, 1950-77. Puttto Health Service. Washington. US Government 
Printing Office; Data computed by tfte Division of Analysis from data compiled by the Division of vital Statistics; US, Bureau of the Census: Population estimates 
and projections, Qurrent Population fleporfs. Series P-25, Nos, 310, Slfl, 643, and 721. Washington. US. Government Printing Offiee, June 1965, Apr, 1974, 
Jan, J 977, and Apr. 1178; l$5Q*NQnwfiite FQguiatiQn by Race, Special report P-I No, 3B^V^ashingtOfi, U.S. Qovemmi^t Wqtlng Office; 1951; Qeneral 
^poMatioh lcharactenstic^/Unrted States summary, 1i€0 and 1S70 ? U& Census of Popuiamh>>Pina\ report PGOHB and PC(1)-B1. Washington, U,S, 
Government Printing Office, 1961 and 1972. J # x % > ' . .^v 
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TaW* 1% Dmmm ratn for ischemic heart dilHM, according to race, 

* (Data are based on the national vita! 

— ~~ ^ — r — ; ■ ^ ■ - \ - — • - -— 

Race/, and mg& •' . ' ? ^43^ * 

^ \ : , Total?- 'vw ' ' • .,^V'A/Bm5©r 

»;"' , Ail aflesV age adjusted' -'--i/.,.. ..■ 241,6 - 230 

V i /All ages, crude , ' 338.4 332,6 

Ormgr 25 years,,,; ,Q,3 0?3 

SB-zs^vears, » 2,8 * 2.9 

3r>^ years ...^ 10,4 10.1 - 

: 3549 ytite. 32 5 4 32.1 • 

4oUi yeark^ , . a. ^ ., ;..'< : 7S.3 76.6. y.- 

4&49' years .... " r 158.3% ^53,2- 

50=54 years,. ...... r..A..*" .-..l.T.!/ 280.8 [ f >2^5 7. 

55-59 years.. ,. ( , ^7&12 - ; 46^3,2 

'60-64 years,, , \ 781 5 ' ; .744.4 

v6S years and over.. ■ 2;s73.i 2,527,1 

> 65^69 yea^ 5 ..\.. : ^V.., 1,213.6 ' 1.178.0 

7r>74 years ,..„.... ............... 1.862,8 1.813.2 

75-79 yeai».. v V..;....,, .................. ......... 2,932.7 _ 2,835.6 

80-84 years ...... ..T:... ............ ......... 4,581 0 4,519.8 

85 years and over f. 8,483.0 ■ 8,284.5 

V White male 

All ages, age adjusted 3 336.6 . 329.1 

All ages, crude 419.3 V 411,9 

Under 25 years ....}.., ............. 0,3 0.3 . 

25-29 years k . 3.4 3.3 

'3G-S4 years. .. «•.-........,. . ; 13.7 . 13,3 

35-39 years , , : 48,7 M 48.5 

40-44 years.. ...v...};.... ..." 123 4 4120.0 

45-49 years..................... 205,0 . 248.7 . 

50-54 years,/,,,,, , .,- , . 454.1 442,5 

55-59 years , , . : , * r, : v ,. - 746.5 731 ,9 

60-64 years , 1,187,1 1,144.2 

65 years and 6ver . r. ......................... . 3,204,0 3,153.9 

65-69 years 1.760,1 1,723.8 

70-74 years . . , ^,582.0 2,524,2 

75-79 years ..... '.' * 3,792.5 3,686,6 

80-84 years , \. ...... 5.597.4 5,560.1 

85 years and over ............ 9,598.7 - 9,443,4 

See footnotes at end of table, - t y 



hi, and tgm United States* selected years 

*■ ■ %* **, 

registration system)' 



1968-77 



W75 1 



1976" 



197T 



cf deaths per lQQ t QQQ rmidgnt population 



228.1 
328.1 



|96.1 
ftpl 7 



191.6 
301.0 



0,3 
' ,31 
100 
, 30.4 
73.7 
148,6 
2^,6 
457.9 
733.1 
2,470,4 
1,151 ,9 
1t785.3 
2.924.2 
4.3^3.5 
7,249,4 



329,3, 
404:9. 

0.3 
3,8 
13.3 
-46,0 
115.8 
240 2 
433!b' 
722:2 
1 ,120 7 
3,090,3 
1,698,5 
21468.7 
3,686.6 
5,436,4 
8,164.2 • 



\ 6 2.0 
' 7 4 
23.8 
: 62,3 
126,3 
228.6 
385.5 
W-8 
2,186.7 
944.5 
1,547.5 
2,481.6 
3,777.4 
6,640,0 



280.6 
! 366.3 V 

d.3- 

2,8 
10,6 
358* 
99,1 
205.4 
3683 s " 
608.5 
977.6 • 
2,747,3 
1,441.3 
2,179.7 
3,323.3 
4,859,0 
7,84 



0,2 
2,1 
7.4 
22,0 
59.8 
123.2 
2186 
370.4 . 
622.1 
2.166.2 
912,8 
1,495.1 
2,4^,1 
3,716,2 
6.715.0 



274.? 
362.5 

' A2 
2,8 
l0,6 r 
B4,Q 
96,6 
199,3 
'350,7 
582.2 
952.0 
2,712,0 
1,402.6 
2,121,6 
3.307.0 ' 
4,778.4 
7,954,4 



185.0 
295.1 



0.2 
2.0 
v 6,9 
21.8 
56.8 
117.0 
214.0 
^54,4 
598.5 
2,1 01 k 
882.1 
1,438,8 
^,394.8 
3,617.9 
6,420,1 



264,7 
354,2 

0.2 
.• -2,4 
10.1 
33.1 
89.2 
188.3 
343.3 
554.0 
907,6 
2,633.4 
1 ,34919 
2,056.7 
3,232.2 
4,686.6 
7,6a3,4 
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TaWa 16. Death rate for Iwhtmlc hMrt dlMaae, according Is raeap mi, and age; United State. 

•elected years 1Q68-77— Continued 

(Data are baaed *on the national vita! registration system) 



Race, sex, and age _ 7mar 

1968 1969 1970 1 1975 1 1976 1 197P 



wnii© Temai© 




Number of deaths per 100,000 resident population 




All agea,< age adjusted 3 


., 157,6 


152,4 


148.5 


126.3 


123 6 


1 1 Q n 
l I a.U 


All ages, crude*.. 


......... 286.6 


2837 


282,5 


269,2 


272.0 


O&J £ 


Under 25 years , . , . 5 


0.2 


0.2 


0.1 


0.1 


0.1 


0,1 


25*29 years - , , ., 


......... 1.1 


1.0 


1,2 


0,6 


0,8 


0,7 


30-34 years. , , , 


......... 3,4 


3.0 


3.5 


2,3 


2.1 


5 1 
C. 1 


35-39 years.... 


......... 8,7 


9.2 


8.4 


7,1 


6,3 


5,8 


40*44 years 


......... 23.3 


22.4 


21,1 


18,8 


17.5 


17.0 


45-49 years. 


48.6 


46,0 


45.8 


38.9 


39.5 




50-54 years.. ..................... 


99.3 


95,8 


96.1 


81,7 


76,5 


75.5 


55-59 years , , ; , 


200.1 


188.5 


189.6 


161.6 


155.8 


147.6 


ou-o*i years 


381.3 


358,2 


364,1 


308.9 


306.9 


296,7 


65 years and over 


........ 2,174.5 


2,139,7 


2,093.4 


1,863,6 


1 ,858.0 


1,799.2 


65**69 years . . . , 


........ 731 .0 


700.3 


685,3 


546.5 


522.5 


510,8 


70-74 years , . 


....... 1,315.4 


1,280.1 


1,269.0 


1,046.5 


1,004,2 


954,9 


7fh?9 years I . . . 


2.372.5 


2,289.1 


2,276,3 


1,963.3 


1 ,922,0 


1,850,8 


pLNo# years 


........ 4,095.3 


, 4,025.6 


3,889.7 


3,331.1 


3,284.9 


3,179.7 


85 years and over 


8.311.6 


8,118.8 


7,1 92.3 


6,484,7 


6,696,1 


6.281.9 


All other male 4 














All ages, age adjusted 3 . 


........ 316 6 


306.7 


294.4 


254,0 


249,4 


246,3 


All ages, crude, .. .. 


278.8 


269.5 


261 .1 


229,9 


228^3 


225,7 


Under 25 years 


........ 0.9 


0.7 


0.7 


0,5 


0.3 . 


0,4 


25-29 years ,. 


........ 10.6 


11.5 


10,9 


6.5 


6,1 


7,6 


W%#^W^ W 3"r - - r r - - - - - = i i ■ ■ ■ = " i = i i _ , _ - - ^ ; , i , , 


iji.y 


36.6 


28.5 


20.9 


20.9 


18.3 


35-39 years , , 


........ 87.6 


81,9 ' 


' 75,0 


61,1 


59,7 


57.7 


40-44 years, 


182.9 


180.4 


174.0 


135.2 


122.8 


- .128.1 


45-49 years 


........ 328.9 


318.9 


304.5 


245.4 


234.8 


• '/. 232.2 


50-54 years T ...... T . T . 


........ 521.9 


521.7 


483.5 


421.5 


422.9 


/ 404,8 


55-59 years ?.\ 


........ 820,6 


766,7 


750.1 


633,8 


637,4 ^ 


> 626,5 


60-64 years .................... ., 


....... 1,222,9 


1,128.2 


1,084.7 


950.4 


985.6 


: 4 989,5 


65 years and over... 


...... 2,469.4 


2,421.0 


2,349,4 


2,086.8 


2,034.8' 


1.990.7 


65-69 years 


....... 1,655.5 


1,630,6 


1,668,2 


1,223.3 


4 1,200.8 v 


1,145.7 


70-74 years 


....... 2,318.5 


2,213.8 


2,234.3 


2,096.3 


1,985,6 


1,930,2 


75-79 years 


2,9790 


3,010,0 ' 


2,966,7 


2,712.3 


2,723:6 '. 


2.7957 


80-84 years ., 


....... 3,535.8 


3,661.8 


3,471,9 


3,117,4 


2,934,4 


, 2,939.8 


85 years and over , 


....... 5,958.5 


5.2591 


4,418,8 


4,245,3 


4,176,6 


i '4,030.6 



See footnotes at end of table. 
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Table 18. Death rate* for ischemia heart dlaaaaa, according to raea, a*i, and aga: United States, 

! selected years if 88*77— Continued 

(Data are based on the national vita! registration system) 

Race, sex, and age Year 

1968 1969 1970' 1975 1 1976' 197T 



ilaok mate: Number of deaths per 100,000 resident population 



nil ay^o, ago aajU3isa j ,..,,,,.,,*,,,.., 


........ o^.y 


Od<J.O 


314,5 


271.2 


267.5 


264.5 


All arias r^FiiHa 


........ dWJ.Q 




277.2^ 


244,9 


244.2 


242.5 


Under 25 years .......... , 


........ 0.8 


0,7 


0.7 


0.6 


0.4 


0,4 


wears 


I ! -5 


I AiW 


1 1 . r 




i is 

f ,u 


8.7 


30-34 years ..................... 


........ 35.4 


39.9 


32.7 


23.9 


23.6 


21.5 


35-39 years 


......... 94.0 


89.1 


83.3 


65.3 


65.5 


63.2 


Af\ A A wg3FD 








1 47.8 


135.5 


140.4 


45-49 years ...... 


........ 348.8 


341,2 


333 0 


267.6 


257.7 


255.9 


50-54 years ,. 


548.8 


552.6 


516.0 


4537 


456.5 


438,5 


55-59 years , ■„".,, 


........ 864.7 


813.9 


803.3 


669.2 


684.8 


667.4* 


60-64 years ................................ 


........ 1,302.5 


1.1982 


1,157.8 


1,000,8 


1,041.3 


1,044.5 


65 years and over , 


........ 2.5605 


2,518.4 


2,479.5 


2.207.8 


2,150,3 


2.119.1 


65-69 years 


1,737.4 


1,711,4 


1,664.3 


1 ,275,4 


1 .235.8 


1,188.0 


70-74 years . 


........ 2,397.3 


2,301.6 


2,364.8 


2.2535 


2,142.9 


- 2,088,4 


75-79 years . , 


........ 3.039.8 


3,106.4 


3,085.7 


2,986.2 


3,047,9 


3,189,4 


80-84 years ................. 


........ 3,777.2* 


3.9138 


3,778.5 


3.31 87 


3,193.6 


3.205.1 


85 years and over ., 


........ 6.302.9 


5,602.7 


4,743.7 


4,558.5 


4.464.3 


4,348,3 ' 


All other female 5 














Ail ages, aye adjusted 3 . 


21 30 


201.4 


194.8 


159,1 


153;B 


152.3 


All ages, crude... 


213.4 


204.2 


200.4 


1 77.7 


176.9 


177.0 


LJnder 25 years .... 


....... 0.4 


0.5 


0,4 


0.2 


0.2 


0.3 


35-29 years 


3.8 


6.0 


4.3 


2.2 


2.2 


2,0 


30-34 years . 


17.9 


14.0 


15.7 


8.8 


8.3 


6,5 , 


35-39 years 


....... 40.5 


39.2 


36.3 


. 26,5 


17,6 


238 


40-44 years. , 


........ 97.5 


86,1 


79.8 


52,9 


49.8 


50.8 


45-49 years. ........ 


166.3 


154,3 


149.1 


111,6 


104.5 


y 102.0 


50-54 years ..,,,.../.,,. 


287.7 


270,0 


265.3 


192.7 


194.7 


190,0 


55-59 years... 


....... 474.9 


447.0 


433,3 


349,2 


320.1 


325.7 


60-64 years , ... 


809.3 


745.3 


703,6 


570.1 


541,7 


541.2 


65 years and over 


....... 1.943,5 


1 ,869.7 


1 1,830.0 


1,608.6 


1,595,6 


1,570,2 


65-§9 years 


....... 1.198.1 


1,142,4 


1,055,3 


749,8 


698.4 


669,0 


70-74 years .' 


1,602,4 


1.5597 


1.5902 


1,592.7 


1,509.4 


1,445.2 - 


75-79 years 


....... 2.326.3 


2,157.7 


2,205.6 


2,070.2 


2.237.4 


2.286.3 


80-84 years , 


, 3,100.0 


2,975.8 


2,949.1 


2,302,3 


2,332.8 


2,332.9 


85 years and over 


....... 5.096.7 


4.930 7 


4,227.9 


3,662.7 


3,590,9 


3,496.2 



Sad footnotes at end gf table 



Table 16. DMA rates for ischemic heert dls****, according to race, hi, and age: United Stetes, 

years 1966*77 — CorrtlMMd 



Raarn, sew, and age 



(Data ar© based on the natlsrfil vital registration system) 





19&8 


7069 


W7Qi 




7976* , 


1B7P 


Black female: * * 




Number of deaths per 


IQp.OOO resident population 




All ages, age adjusted 3 


...... 223.2 


£l£,3 


207. 1 


I 171.1 


165 5 


164.8 


All ages, crude..,......'. ,7. 


...... 227.4 


218 8 


21 7,0 


/ 195.2 


194,5 


195.6 


Under 25 years , 


0.5 


0.5 


0,5 , 


f 0.2 


o£ 


n ^ 

v.w 


25-29 years . .. 


...... 4.1 


6.5 


4.9 


2.5- 


2.6 




30-34 years , . . 


lie 


15.9 


17,5 


9.9 


as 


7 Q 


35-39 years. " \ 


....... 44.0 1 


42.5 


43.5 1 


V 29,6 


' 19,8 


CI 


40-44 years. . ',,„ 


'-- 107.2 


94,8 


89,1 


^ 60.7 


. 55.9 


57.1 


45-49 years i. ; 


...... 179.4 


167.1 


163.6 


126Vfe 


1 118.8 


9 117.5 


50-54 years. .... ,. 


...... 303.7 


288.7 


285.5 


,212.6 


216.8 


214.4 


55-59 years 


, ' 500.0 


,• 472.5 


459,2 


377,1 


345,1 


354,6 


60-64 years ............... , 


349.5 


785,8 


747.7 




573.4 


573.5 


65 years and over 


2.012.4 


1,947.6 


1,920.2 




1,682,8 


1,658.4 


66-69 years 


1,250.4 


1,200.3 


1,111.8 


777.3 


721.3 


695.2 


70-74 years . . . , 


1,678.1 


1,627,4 


1,683,5 


1.731.3 


1,638,1 


1,556.2 . 


75-79 years , .... JP k .......... . 


2,411.3 


2,258.3 


2,320.0 


2,282.2 


2,491.9 


2,581.9 


flO-84 years 


3,158.0 


3,120,5 


3,110,5 


^,439^ 


.2,490.2 


2,483,9 


85 years and over 


5,269.6 


5,070.0 


4,418.2 


3,843.4 


3,747,7 


3,663.9 



'Excludes deaths of nonresidents of the United States. . 
includes all races and both sexes, ' ■■' 

a Age adjusted by the direct method to the total population of the United, States as enumerated In 1 940. uiing 1 1 age groups, 
includes black males, . " ' 

includes black females, 

NOTE: The code numbers for ischemic heart disease are Nos. 410-413, based on the Eighth Revision International Classification of Diseases Adapted for Use 
in the United States, - 

SOURCES: National Center for Health Statistics: vital Statistics of the United States, Vol, ll, 1 968-77. Public Health Service. Washington. U.S. Government' 
Printing Office: Data computed by the' Division of Analysis from data compiled by the Division of Vital Statistics: U.S. Bureau of the Census: Population estimates 
and prelections. Current Population Reports. Series P-25, Not, 519, S43, and 731 . Washington. U.S. Government Printing Office Apr 1S74 Jan 1977 and Aor 
1971. * * ' v 
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T«bl« 17, Dutt rates for malignant naopleeme. according to raea. aax, and agar United States, aeieeted yaara 1950-77 

(Data are based on the national vital registration system) 













Year 


























Race, sex, and age 




" '1956 
















1,950 * 


I960 

s 


1965 


1970 j 


1975' 




197P 


Total 1 ? 






Number of deaths per 100,000 resident population 




Air ages, age adjusted 3 ,.,.. . 


..... ' 125.4 


1258 


1 25.8 


127,0 


129. 9 


1 30.9 


132. 3 


133.0 


All ages, crude ./, 


139.8 


146.5 


1492 


153,8 


162,8 


171,7 


175.8 


178 7 


\* ' . 
Under 25 years 


8.5 


8.6 


8.1 


7.5 


7.0 


5.7 


■ - 

5.7 


5.6 


Under 1 year . . . 


8.7 


7,7 


7,2 


7,1 


4.7 


4.2 


3.2 


38 


1 -24 years .......... i . , .......... 


. ... . 8.5 


! ■ 8.6 


8.2 


=. 7.8 


7.1 


58 


'-' 5,7 


5,6 


25-29 years 


Ul 


14.6 


14.7 


13.8 


. 12.7 


11.4 


11.2 


11.2 


30-34 years . ... : . ............ I . 


25 3 


23.7 


• 23.8 


24.0 


21 ,0 


19.2 


18,7 


18.4 


35-39 years ! 


458 


44.5 


43.0 


42,4 


40.9 


35,5 


35.2 


34.5 


40-44 years , . . . f . 


81,2 


79,2 


77.6 


784 


76.8 


71.2 


68.9 


68.9 


45*49 years . . 


137.0 


135.7 


135 4 


1 ^fi 1 

1 *30. 1 


1 t 

t 




1 14 4 


133.5 


m 50-54 years ...... i ................... . 


2169 


219,7 


224.2 


227.4 


229.6 


' 226.2 


228.4 


229,9 


55-59 years ...... „ , , . , ,-. ?v 


329,6 


327.4 


327,8. 


330,5 


357.5 


352.7 1 


356.2 


356,5 


60-64 years 


468,5 


466.2 


478.3 


496,1 


498.8 


519.7 


533.5 


5396 


85 years and over ...... 


851 .3 


869.5 


870,9 


887,0 


923,4 


961.1 


979.0 


988.4 


65*69 years ............. .......... . 


598.8 


,638,0 


634,6 


647.9 


674,0 


670.3 


686.3 


691,9 


70-74 years 


830,0 


812,7 


818,6 


829.9 


' 857.1 


923.1 


927.8 


931.2 


75-79 years . . .. 


, 1 ,Uf f .© 


1 ,Uq? . 1 


1,032,9 


1,047,0 


1,099.5 


1,152,9 


1,185.0 . 


1,201,4 


80-84 years .......................... 


..... 1,294.2 


1,294,9 


1,310.1 


1,239.2" 


3 1,286.1 


1,326.0 


1,343.1 


1 ,364.9 


85 years and over ................ 


..... 1,450.8 


1,465,3 


1 ,450.0 


1 .4836 


1,320,7 


1 ,408,8 

if 


1,441,5 


1 .445,6 


" White male 


















All ages, age adjusted 3 


. ... 130.9 


137,4 


141.6 


147,8 


154.3 


1572 


159.1 


i 

160.0 


Ail ages, crude 


147.2 • 


1 60,0 


166.1 


173.7 


185.1 


J94.8 


199,2 


202,5 


Under 25 years 


9.7 


10.4 


9.7 


8 8 


8.5 


6.8 


6.8 


6,9 


Under 1 year . . . . 


.... 9.6 


8.7 


7.9 


6.2 


• •'' 4.3 


'4.5. 


3.1 


4,5 


1-24 years, 


.... 9.7 


10.4 


9.8 


8.9 


8.6" 


6,8 


6.9 


7.0 


25-29 years . 


15.0 


15.0 


16.4 


15.0 


13.7 


12.5 


12,1 


12.9 


30-34 years . . , , 


20 6 


19.8 


21.1 


21,1 


19.1 


18,2 


16.4 


16,2 


35-39 years ' 


32,7 


33:0 


33,8 


~ 35 5 


33.6 


294 


29.8 


29,8 


40-44 years 


57,2 


56.2 


597 


63.4 


65.3 


596 


587 


57,9 


45-49 years , , , , 


110.4 


113,5 


114,5 


119.5 


122.9 


124.3 


124,7 


120,1 


50-54 years .\ ....... , . , , , , 


194.7 


20p.5 


219 9 


r 222 9 


225,4 . 


, 224.9 


; 225.1 


228,6 


55-59 years., [ ...... 


327.9 


3405 


360.1 


368,3 


397,4 


378,2 


'" 382.7 


380,4 


60-64 years 


506.0 


529.6 


559.3 


598,1 


617.0 


619.7 


630,5 


637,5 


65 years and over 


986.0 


1,045.6 


1,073 4 


1,144,9 


1,221.2 


1 ,296,0 


1,318.3 


1,330,1 


65-69 years 


6855 


767.1 


780,0 


832.0 


879.3 


887,3 


900,3 


898.7 


70-74 years 


965.2 


986,4 


1,029,9 


1 ,078,3 


1,153,8 


1 ,248.8 


1,247.4 


1.264.1 


75-79 years '. .......... 


.... 1.261.4 


1.297,0 


1 ,297.9 


1 ,376.3 


1,493,3 


1,616.8 


1,672.8 


1,686,6 


80-84 years 


.... 1,573.4 


1,633.0 


1 ,648.4 


1,647.5 


1,770,2 


1,923,3 


1,964,8 


1,994.1 


85 years and over ................. 


.... 1,733.9 


1,746.9 


1,791.4 


1,958.7 


1,772,2 


2,046,6 


2,110,9 


2,163,1 



See footnotes it end of table. 



Tabic 17, Death ratea for malignant neoplasms, according to race, sax, and 

selected years 1950-77— Continued 

• . (Data are based on the national vita! regiati 



race, sex, and agai 
riued 7 

stration ^ystamjf 



rtfn 



nrted States, 



Year 



Under 25 years 

Under 1 year ,-. , ^ 

1-24 years '.. 

25-29 years,... J 

30-34 years.,, 

35-39 years 

40-44 years, 

45-49 years.'... 

50-54 years 

55*59 years , 

60-64 years ............... 

65 years and over 

65-69 years 

70-74 years ............ 

75-79 years . , 

60-84 years 

85 years and over , , . 

See footnotes it end of table. 



7,2 
10,4 
7.0 
14,8 
21.5 
39'7 
74.4 
144.6 
282.3 
421.1 
571,6 
6916 
579,2 
720,7 
896,9 
751,4 
900,0 



7.3 
, 6-9 
7,3 
12,0 
21,8 
38.3 
84,9 
170.3 
277.6 
447.6 
t 643,2 
810.4 
722,0 
818,7 
891,6 
957.1 
1,045.8 



6.9 
6,5 
8,9 
14.7^ 
1.7 



2 
47.3 
99,3 
169,9 
308.8 
433.7 
710,6 
982,4 
864,1 
1.021,2 
1.038,0 
1,195.5 
1,211,7 



'6.4 
6.1 
6.4 
13,1 
. 19,5 
48,8 
103,6 
184.6 
327,2^ 
485,9 
754,8 
1,073,8 1 
901.4* 
1,119.3 
1,217,7 
i. 252.4 
1,458.6 



6,7 
4.7 
6.8 
11,4 
23.6 
44,1 
108,1 
* 213.9 
373.7 
553,3 
750,3 ■ 
1.221.1 
" 988.8 
1,266.3 
1,504,5 
1,593.8 
1,268,4 



5.5 
, 3,6 
5,6 
11.6 
18.5 
45.6 
100,5 
208,8 
382,1 
612,7* 
863.0 
1,351.5 
1.035.1 
1,503.2 
1,700.7 
11654,7 
1 .479.7 



5.8 
4.7 
5,8 
10,6 
17.6 
37.1 
99,7 
204.4 
385,0 
618.8 
909,7 
1,377.7 
1,017.5 , 
1,566,8 
1.813.9 
1,671.1 
1,473.5 





1950 


1955 


1960 


19$$ 




1975' 


197& 




White female 

* 






Number of deaths per 100,000 residi 


*qt population 




AH ages, age adjusted 3 


119.4 


114.3 


109,5 


107.4, 


107.6 


V 

>Q6,9 


108,2 


108,3 


All ages, crude,, 


139.9 


' 141.0 


139.8 


• 141.9 


149,4 


157.7 


162,0 


164.5 


Under 25 years 


.... 7.8 


7,4 


7:0 " 


6.7 


6.0 


4,9 


' :1 • ' 
4.7 


4,4 


Under 1 year 


.... ■ 7.8 


7.2 


6,8 


6.2 


5.4 


4,2 


3,6 


3.3 


1 -24 years , . , , 


7.8 


7.4 


7,0 


6.7 


6.0 


4,9 


4.8 


4,4 


9^_OOi liBSFR '"• 6 

£D-£9 years ^ , , ! ; 


.... 14.8 


13.8 


-12.7 


- 12,4 , 


11.6 


10,2 


,10.3 


9.5 


*3u-t34 years , , , . 


27.3 


25,7 




OC H 


21,8 


19.5 


20.3 


19,7 


•33^3 years . , , . , , 


— 53.9 


51,7 


47,9 


44,3 


44.5 


37,7 


38,6 


35,5 


40-44 years ff. 


97,4 


93 3 


86.7 


85,0 


78,8 


75,0 


71,0 


71.0 


45-49 years ....... J, , .* , 


153.1 


144,8 


143,8 


140.4 


142.6 . 


134,3 


131,3 


131.9 


^tC\=^A. \/A3rs // 






211,6 


. 216.5 


214.8 


208,1 


209.5 


208,4 


55-59 years 


314,5 


297,8 


, 281.7 


279.0 


301,9 


302.9 


306.3 




60-64 years, ..... 


419.4 


394.5 


362,6 


380.8 " 


380,0 


406,6 


420,7 


427,1 


65 years and over j,. 


768.4 


747.6 


718.4 


702,0 


714.3 


729.2 ' 


744.9 


752,1 


65=69 years 


... 534.2 


526,7 


500.3 


468.3 


495,6 


486,1 


506,7 


518.6 


70-74 years ........... 


,;. 733.1 


679,5 


641,6 


623.6 


626.4 


655,4 


, 661.2 


654,6 


75-79 years .......................... 


956.1 


912,7 


847.8 


820,5 


836,2 


842.2 


866,6 


863.4 


80-84 years.,,, 


... 1,153.1 


1,114.8 


1.107,2 


1 ,005.8 


1.011.9 


1,019,6 


1,023,7 


1,050.2 


85 years and over 


... 1.348.1 


1.357.6 


1,304.9 


1,257,5 


1,126.6 


1,165,9 


1,192.8 


1,181 .8 


, ' , b 
Ail other male 4 


















All ages, age adjusted 3 


125.8 


138.7 


1544 


167.3 


185,3 


199,7 


202,3 


205,4 


All ages, crude, . , ; 


106.1 


119.1 


134,1 


144.3 


161,0 


175,3 


179.2 


183,2 



5,4 
4,0 
5,5 
10,3 
19,3 
42,8 
103.3 
211,8 
388,3 
\ 626,6 
, 890,5 
1,414,0 
1,025.5 
1,572.8 
1.951.1 
1,706.5 
1,609,7 
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Table 17, Death rates for malignant neoplasms, according to race, sax, and agei United States, 

•elected years 1SS0.77— Continue 

(Data are based on the national vital registration system) 



Race, sex, and age 



ilack male: 

All ages, age adjusted^. 
All ages, crude 

Under 25 years 

Under 1 year ............... 

1-24 years, 

25-29 *Vears ... '. 

30-34 years 

35-39 years , — 

40-44 years., 

45-49 years. .- 

50-54 years -. ............. 

55-59 years . , % 

60%4 years., 

65 years and over,.,..,,,,... 

65-68 years 

70-74 years 

75-79 years ................. 

80-84 years 

85 years and over .. . 

All other female 5 

All ages, age adjusted 3 . 
Ail ages, crude, 

Under 25 years ......... , 

Under 1 year ...s.. .... , . 

1-24 years.,.,..,..,,,,.,... . 

25-29 years,,. 

30-34 years.. ............ 

35-39 years — 

4044 years . , 

45-49 years 

50-54 years , .......... 

55-59 years . . . 
60-64 years .................... 

65 years and over. ........... 

65-69 years ................. 

70-74 years 

75-79 years 

80-84 years 

65 years and over ......... 

3e© footnotes at end of table. 



13 50 



Year 



1955 



1960 



1965 



197CT 



19751 



197& 



Number of deaths per 100,000 resident population 



197T 



126.1 


— - 


158,5 


174,1 


198,0 , 


214,4 


217.7 


221 ,9 


106.6 




136,7 


149.2 


171,6 


138.5 


193.5 


198,2 


/ , i 




6.7 


6,4 


6.8 


5,7 


6,0 


5.5 






6.8 


6.0 


5=3 


3.1 


4,5 


3,0 




. ■ — 


6,7 


6,4 s 


6,9 


5,8 , 


6,0 


5,6 


15,3 




16.0 


139 


\ 12.8 


12 5 


11.4 


11,1 


21,1 




41.7 


,20,3 


25,9 


19,9 


18,4 


20,6 


39.3 




47,7 


Si.i 


46,6 


48,1 


40,0 


44,9 


74 3 f 




101.2 , 


107.5 


115.7 


110,3 


108,8 


113.6 


147.5 




177,9 


195.3 


229,2 


229,3 


223.2 


■, 233.5 


288.5 




324.4 


344.6 


404,1 


41 6.1 


418.2 


424; 1 






461 .4 


511=9 


595.7 


657,8 


666 6 


676,7 


580.1 




740, 1 


602.6 


802,3 


915.8 


970.4 


951 .3 






980.4 


1 097.4 


1,297,6 


1,441,6 * 


1.475.0 


1,515,5 


581 ,2 




886.5 


939.5 


1,049,4 


1 ,086,9 


1,062,7 


1 ,062,3 


733.3 




1 ,017.1 


1,136.5 


1 ,349.1 


1,621.9 


1,714,3 


1 ,707,0 






1 01 2,6 


1 247.5 




1 ^75,0 


2,026.1 


2,254,0 


853.5 




1 ,145.2 


1 ,246,4 


1,707.7 


1 ,784,0 


1,783,3 


1,893.6 






1,155,2 


1,456.7 


1,387,0 


1 ,573.6 


1,614,3 


1.701.7 


131.0 


124,7 


125.0 


120,9 


117,6 


1 1 8,9 


119,3 


122,4 


110.1 


108,4 


109.8 


109,2 


110,0 


116 5 


117,8 


121.2 


C A 


D.D 




3. J 




4 6 


4 2 


4,7 


o.y 


3, J 


p.D 




3.3 


2,7 


0.8 


2.6 


6.4 


5,5 


5,9 


5,4 


5.0 


4,6 


4,3 


4,7 


19.6 


it.i 


^7,1 


15.3 


14,4 


. 11.1 


11,3 


11.8 


49,1 


38,8 


41,5 


40,4 


25.5 


£3,9 


23.9 


236 


89,1 


82.9 


72.1 


71.4 


60.2 


51,4 


46.3 


51,2 


155.9 


144,8 


128.4 


119,1 


115,2 


95,1 


94.3 


iso 


223.5 


226.4 


207,1 


194.4 


173,9 


177,9 


164,1 


167,9 


335,7 


312.0 


300,7 


271.2 


267,0 


251 ,0 


27f49 


272.8 


446.2 


390,7 


369,6 


343,6 


357.1 


,368,1 


. 357,8 


372.* 


528,3 


446,0 


505,4 


508.1 


422,6 


459.3 


471.9 


4906 


513,5 


542.2 


591,0 


597,0 


= 641,6 


683.3 


700.9 


707,6 


429.2 


478,0 


498.3 


341,8 


534,0 


484.5 


492.0 


502,6 


565.2 


551.3 


596.6 


590,8 


672,4 


810.3 


801,5 


807,1 


61 7,7 


672,8 


676,6 


.671.3 


729,1 


917,1 


940.1 


1,024,6 


525.6 


545,1 


757,2 


690,9 


744,2 


7694 


822.6 


777.9 


719 2 


64J1.2 


727,5 


942.9 


758,9 


732.7 


819,p 


768.9 



ERIC 
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Tab!* 17, Death rates for malignant naoplaama, according to ra€* p tax, and sg#: Unftad Stataa, 
■ f aaJeeted years 1950-77— ConUnuad 

(Data are bas#d en the national vital jtgistration system)' 

Year 



Race, sex, and. age 



Black $%mm\ 

All ages, age adjusted 3 . 
All ages, crude . 

Under 25 years . 

Under 1 year 

1-24 years..,.../, 

25-29 years.................... 

30-34 years. ....... ........ . 

35-39 years .................... 

40-44 years 

45-49 years .................... 

50-54 years 

55-59 years,,; 

60-64 years .................... 

65 years and over s ............ 

65-69 years 

70-74 years 

75-79 years 

80-84 years .................. 

85 years and over ' 



1950 


1955 


I960 


1965 


1970* 


1975 1 


W7S 1 


1 977* 






Number of deaths per 1QQ t 000 resident population 






131.9 


— 


127.8 


124,3 


123.5 


124,7 " 


H25.9 


129,8 


.... m 1118 


-— 


113.8 


113,6 


117,3 


1233 


126.8 


131.0 


6.5 




Q.Q 


5.4 


i 5.1 


4.7 


4.2 


4.8 






0. 7 


'3.0 


3.3 


2.7 


,0.5 


2,2 






5.9 


5,5 


5,2 


4,8 


4.3 


4.9 


19.7 




18.4 


16,6 


15,4 


ii. a 


12.3 


13.6 


50.6 




' 43.1 


43,9 


27.0 


25,4 


25.8 


25,6 


89.2 




759 


73.9 


64.6 


54.8 


484 


546 


1566. 




132.4 


124.6 


124.7 


101.4 


100.3 


102.6 


227.3 


Vz 


210.7 


201,8 


183.2 


191.3 


177.3 


181,8 
297.0 


339.5 




308,4 


278.4 


280.3 


270,6 


290,6 


... 449.9 




384.8 


355,0 


370,7 


385.5 


377.7 


393.5 


530,1 




518.5 


527.4 


444.7 


472:7 


491,1 


510.0 


513.0 




591.4 


601.2 


668,4 


704,4 


730.3 


737.2 


-.: ' 428.4 




$05,0 


515.5 


558.3 


489.0 


497.8 


512,0 


. . : 569.5 




696,5 


593.5 


702.3 


860,1 


855,5 


853,8 


... j 605.3 ^ 




. 673.4 


670,1 


762.5 


989,8 1,028.6 


1,147.1 




. 745.1 


672,6 


?§4,7 


789.0 


871.3 


807,3 






728,9 


934.8 


791.5 


733,0 


844,0 


784,9 



•Excludes deaths Of nonresidents of the United States. 1 
includes ill races and both sexes. 

5Age adjusted by the direct method to the total population of the United States as enumerated In 1 940 using 1 1 age groups 
'Includes black males. - ■ - » a . k*. 

includes black females. 

NOTE:' The international ^Classification of Diseases, Adapted for Use in the United State* revisions and code numbers for malignant neoplasms are Sixth 
Region, Nos, 140-205. for 1950 and 1955; Seven in Revision* Nos, 140,205, forlS60 and 1965; and Eighth Revision, Nos, 140-209, for 1970^7 
SOURCES. National Center for Health Statistics: Vita! Statistics of the United States, Vol. II. 1950-77. Public Health Service. Washington U S Government 
Printing Office; Pita computed by the Division of Analysis from data compiled by thet>iv!iion of Vita! Statistics; U.S. Bureau of the Census- Population estimates 
and PraaKllona. GurreM Population Repofe Series P-25. Nos. 310, 519, 643, and 721 . Washington. U.S. Government Printing Office. June 1965 Apr 1974 
Jan. 1977. and Apr W*Tr950 Nonwhite Population by Race, Special report P=I No, 3B. Washington. U.S. Government Printing Office 1951 General 

Sc~?p"^ ^ US * ° f POPU! \ IOn Finai / eP ° rti PC<1> - 1Band PC < 1 ^ 1 ' Washington: u,S, 
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Tabgi 11, Death rates tor cancer of ttt# raapiratofy system, accordirJg to race, mi, and age* United States, 

selected years 1950-77 | 

i (Data are based on the national vita! registration system) 



Ymr 



Race, sexpfnd age 



7050 1955 



1960 • 7965 197& 1975 1 



Total 2 , 

AJI ages, age adjusted 3 
All ages, crude ........ y. 

Under 25 years 

25-34 years,., 

3M4 years,, 

45-54 years 

55-64 years 

65 years and over . 

65-74 years 

75-64 years /. .'. ., — ...... 

65 years and over 



All 
All 



ages, 
ages, 



White male 

age adjusted 3 
crude. 



Under 25 years 

25-34 years '■• 

35-44 years — 

45-54 years 

55*64 yearn, v — . 

65 years and over, 

65-74 years 

75-64 years 

85 years and ever 

White female 

All ages, age adjusted 3 

Ail ages, crude 

Under 25 years' — 

25-34 years,.,.,,-,, 

35-44 years 

45-54 years,: 

' 55-64 years...:'. ■< 

65 years and over 

65-74 years 

75-64 years 

85* years and over — 

See footnotes it end of table. 



Number of deaths per 100,000 resident population 



197V 



12.8 


16,0 


19.2 


23.0 


28,4 


32.5 


33,5 


34.3 


14.1 


16,2 


22.2 


-JUL. 


34.2 


40,7 


. 42.5 


44.0 


















0,2 


, 0,1 


0.1 


0,1 


0,1 


0.1 


0.1 


cy 


0,9 


1.0 


11 


T.O 


1.0 


0.9 


0,9 


- 1.0 


5,1 


5.9 


7,3 


9.3 


11,6 


11.0 


10.7 




22.9 


27,4 


32.0 


38,4 


46.2 


524 


53,4 


55,1 


55.2 


68,5 


815 


93,5 


. 116.2 


131 ,9 


135.6 


137,3 


69.0 


90,2 


111.0 


136.1 . 


170.1 


202,2 


'211,4 


' 218,9 


69,3 


92.9 


117,2 


142.9 


1746 


205,3 


212,5 


219.2 


69,3 


88.2 


102,9 


129.2 


175,1 


212.4 


226.2 


237.3 


64.0 


65,8 


79.1 , ' 


97,1 


113.5 


142,8 


152,5 


156,3 



21,6 


28,5 


34,6 


415 


499 


54,6 


55,6 


56,4 


24.1 


32,5 


39^6 


47.6 


58,3 


65,8 


67.9 


69.6 


02 


0.2 


0,1 


0,1 


0.1 


0.1 


0.1 


0,1 


1.2 


1.4 


1,6 


1.4 


v 1,4 


1.3 


1,0 


1.2 


7,9 


8.9 


10.4 


12-9 


15.4 / 


13,4 


13.4 


12,4 


39,1 


47.2 


53.0 


60,7 


67.6 


73,0 


72.7 


74.0 


96,9 


125.3 


149.8 


169,7 


199.3 


206,3 


209,3 


20&5 


116.1 


164,4 


211.7 


270,8 


341,7 


398.0 


411.3 


423.3 


119,5 


172.1 


225.1 


' 282,5 


344,8 


385,2 


391,8 


399,8 


109,1 


155.2 , 


191.9 


259,2 


360,7 


452,0 


477,5 


501,1 


102.8 


105,1 


133.9 


181,5 


221,8 


298.2 


329.6 


340.1 


46 


4.6 


5,1 


6.8 


10,1 . 


13.8 


14*8 


15.6 


5.4 


5.7 


6.4 


8,6* 


13,1 


18.8 


20,5 


21,7 


0.1 


0,1 


0.1 ' 


0,1 


0.1 


0,0 


0,1 


0,1 


0.5 


* 0.6 


0,6 


0,6 


0,6 


0.5; 


0,7 


0,6 


22 


2.6 


3.4 


4,5 


6,0 


7 A- 


6,7 


7.1 


6,5 


6.3 


9.8 


14,8 


22,1 


27,7 


29.1 


30.8 


15,5 


14.8 


16,7 


23.4 


39,3 


... 58.9 


63,0 


65,3 


31 .6 


31,2 


30,6 


367 


50,0 


69.6 


77,3' 


81,5 


27,2 


26.7 


26,5 


33.1 


45,4 


68.1 


76.3 


80,9 


40,0 


39.1 


36.5 


41.1 


56,8 


71.3 


79.4 


83,6 


43.9 


42,7 


45.2 


61,2 


57.4 


73,1 


*78.4 


78.8 
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TaWa 18. Paatti rates for cancer of the respiratory lyfttm, According to rao#, mi, and age: United States, 

•alacted yarn 1950-77— Continued - 

(Data are based on the national vital registration system) 



Race, sex, and age 



7 



All other male 4 

Ail ages, age adjusted 3 ....... 

Ail ages, crude . . .......... 

Under 25 years . 

25-34 years. 

35-44 years . . 

45-54 years .,»...............,.,.-.,., 

55-64 years . , 

65 years and over i ,\ ... . 
65-74 years 

75-64 years 

85 years and over 

Black male: 

AJ! ages, age adjusted 3 
* AH ages, crude... 

Under 25 years 

25-34 years 

35-44 years ... i .............. „ 

45-54 years ....... 

55=64 years...,. , 

65 years and over .......... 

. -;; 65=74 years ". . . : , . , 

75-84 years .............. ; 

85 years and over 

All other female 5 



WSO 



Year 



195$ 



1960 



1963 



197& 



19751 



197& 



1977* 



Number of deaths per 100,000 resident population 



17.0 


24,0 


35.6 


42,6 


56.3 


66.8 


68,2 


71.4 


14.5 


20.6 


30.5 


. 36 0 


47.6 


56.7 


58,3 


. 61.5 


0.2 


0.1 


0.1 


0,2 


- 0.1 v 


0,1 


0.1 


0,2 


2.1 


22 


2.5 


1 J 


2,4 


1,6 


1.5 , 


2.1 


9.3 


12,9 


19.8 


■ 24.5 


29,3 


27.3 


23,8, 


24 fi 


40.5 


56,3 


70,4 


84,7 


113,1 


122,9 


129,0 > 


131 ,2 


79.1 


108.0 


154.2 


171 .0 


231,5 


290.0 1 


295.4 


305 0 


60,7 


93.7 


170,2 


219,6 


285.3 


358,4 


369.1 


397,3 


67.6 


100,6 


183.4 


240.2 


301 .2 


3782 


384,3 


4fiA A 


48.5 


63,2 


145,4 


177,8 


278.7 


346,9 


372.2 


412.0 


10,5 


45.8 


^ 114.8 


147.1 


158.8 


,218.8 


223,5 


252.3 


18.9 




36.6 


44.7 


\ 80,8 


72.5 


73.8 


78,3 


14.3 




3M 


37,6 


\51 .2 


61,8 


63.3 


67,8 


0,2 




0.1 


%a 


. \0,2 


0.1 


0.1 


0.2 


2.1 




2.6 


1,8 


2.9 


1.6 


15 


; 2,3 


94 




20,7 


26,1 


32,6 , 


30,7 


26J 


27,6 


41.1 




75,0 


90,4 


123.5 


136,9 


142,6' 


147.5 


78,8 




161.8 


182,7 


250,3 


313.2 


3194 


331.9 


58.9 




166,4' 


224.0 


302:9 


383,3 


394,0 


430.4 


65.2 




184.6 


248.1 


322.2 


404,7 


408,8 


435.9 


42,4 




126.3 


172,6 


290.6 


370J 


401 ,5 


469.6 




110,3 


140.0 


154.4 


220,8 


226,8 


255,0 



All ages, age adjusted 3 


........... 4.1 


6.2 


5.6 . 


7:i 


10,4 


13.4 


14.3* 


15,7 


All ages, crude , , 


3,4 


4.5 


4.9 


8,3 


9.5 


12,5 


13,4 


14.7 


Under 26 years 


........... 0.1 


0,1 


0.1 * 


0,1 


0.0 


0.0 


0,0 


0.1 


25-34 years, ....i ■-. , 


........... 1.1 


a? 


0,7 


0.9 


0.5 


0,7 


0.8 


0,9 


3544 years , ............................ 


.... 2.6 


3,3 


3.6 


6,1 


9.4 


8,4 


8,3 


10.5 


45-54 years .................................. 


........... 8.7 


10,9 


12,5 


16.7 


23.3 . 


30,7 


34.4 


36,4 


55-64 years ..' '. 


155 


19,6 


20,2 


25.8 


35,3 


52.3 


54,7 


63,3 


65 years and over 


18.3 


25.0 


27.2 


29.3 


49,0 


62.6 


66,0 


66.9 


65-74 years 


17.8 


25.2 


, 22,5 


29.5 


47,7 


62.9 


65,8 ' ' 


70.1 


75-84 years .. ,. 


.......... 19,6 


25,0 


35.8 


27,7 


53.2 


64,4 


70.1 


65,6 


85 years and over . f ................... 


19.2 


23,5 


44,7 


34 7 


45,8 


55.5 


56.2 


50,8 



See footnotes St end of table. 
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Teble 18. Dsath trim to? cancer of tn# reepJratory sy»tem, according to rmm, MX, and ag#- United Stat**, 

•elected y*ar* 1tS^77— Contfhuad 

v (Data are based on the national vital registration (rotem) 



RacQf sex t and age 



fsar 



1950 



1955 



I960 



1985 



1970' 



1975' 



197& 



197V 



Black female: 

AH ages, age adjusted 3 . 
AJI ages, crude......... ., 

Under 25 years 

2S44 years 

35-44 years 

45-54 years ... f ............... , 

55-64 years . v ., 

65 years and ; over ............ 

65-74 years ................. 

75-64 years .. .. 

65 years and over ......... 



Number of deaths per 100.000 } resident population 



...I. 



4.1 




; 5.5 


7.1 


109 


14:2 


15.2 


16.7 


3.4 




4.9 „ 


6,3 


10.1 


13.4 


14.5 


15.8 


0.1 




PI 


0.1 


0.1 


0,0 


0.0 


0.0 


1.2 




0,8 


09 


,- O S 


0,7 . 


0,8,- 


1.1 


2.7 




3,4 


6.3 


10,5 


9.5 




11.8 


8.6 




12.8 


17.6 


25,3 


33.6 


38.4 


41 0 ; 


15 3 




207 


26,0 


36,4 ] 


55,0 


5F,9 


66.0 


17.2 




25.3 


£7,3" 


50,0 


63,2 v 
63.7 


6S.6 


67.1 


18.4 




20,7 


282 V 


' 49.3 


eeV 


71,3 


19.2 




33.1 
44.7 


24.5 
30.4 


52,6 
47,6 


65.5 
53.5 


73.9\ 
49,5 ] 


65.6 
45,4 



s, / 



1 Excludes deaths of nonresidents & the United State 
includes alt races and both sexes, 
5 Ag& adjusted by the direct method to the total population of the United States as enumerated in 1 940* using 1 1 age groups 
includes black males. ' '" 

includes black females. ' . : •■ 

NOTE: The international Classification of D/seases, Adapted for Use in the United States revisions and code numbers for cancer of the respiratory system are 
Sixth Revision, Nos 160-164, for 1£5Q and 1955; Seventh Revision, Nos. 160-164, for 1960 and 1365; and Eighth Revision, Nos. 160-163, for 1970-77. 

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-77. Public Health Service. Washington, U.S. Government 
Printing Office; Data computed by the Division of Analysis from data compiled by the Division of Vital Statistics; U S Bureau of the Census; Population estimates 
and projections Current Population Reports. Series P-25, Nos. 310, 519, 643, and 721. Washington. U.S, Government Printing Office, jurre 1965. Apr, 1974, 
Jan. 1977, and Apr. 1978; 1950 Non white Population by Race Special report P-E No. 38, Washington, U,S. Government Printing Office, 1951; General 
population characteristics, United States summary, 1960 and 1970, U,$ Census of Population, Final reports PC(1)-.fB and PC<1)-BiJ--Vvaahington. U S. 
Government Printing Office, 1961 and 1972. . "'=' . : •■ ■ . > ' 



United State ivtragi annual 1965-67, 1570-72, and 1S7S-77 

(Data are based on thy national vital registratio n ayttem) 

tB6$=67 ^ 



Geographic division 
and State 



1$7Q*7S 



1975-77 



( . United States 

New England .... 

Maine, .„', . 

New Hampshire ...... 

VermohfV;^ 

Massachusetts., 

Rhode Island .... .... 

Connecticut ........... 

Middle Atlantic ..... 

New York; ....... 

New Jersey ........ 

Pennsylvania , 

East North Central , . 

Ohio 

Indiana 

Illinois. ........ ....... 

Michigan ........ 

Wisconsin . . .'....V... 

' West North Central . 

Minnesota 
owa 

Missouri 

Jorth Dakota ............... 

south Dakota;. ...... 

Nebraska 

Kansas ,,.,,..,,,,,<,,,,.,,,. 

South Atlantic 

Delaware ............. 

laryland ................... 

istrict of Columbia ,,,, 

irginia ........... ...... 

test Virginia ...... ........ 

orth Carolina . . . ....... 

outh Carolina 

eergia ..................... 

oftda. 

East South Central . . . 

sntueky ... ■., , 

mnessee 

abama. . 

ssissippi ., v 

las footnotes if end of tab!©. 



\ 



Total White 



At! 
other f 



Total^ Whim Black Totafi White Black 



Infants weighing 2,500 grams or fern at bjrth per fW total live births 



8,3 


7,2 


13,7- 


7.8 : 


66 


13.6 


7,2 


6,1 


7,9 


7.6 


u:i 


7,2 


6,8 


14.1 


6,6 


6.2 


1A 


7.4 


13,2 


' 6.8 


67 


♦9.3 


5,7 


5.7 


7.6 


7.5 


*9.3 


68 


6.7 


*10,0 


6,2 


82 


7.8 


73 


*2,7 


7.1 


7,0 


*14.6 


6.5 


6,5 


7.8,, 


7,5 


.13 3 


7,2 


6.8 


13,6 


6.5 


* 6.2 


. . S3, . 


7.9 


; 14,7 


7,3 


6.7 


. - .17.2 


0.8 


6,4 


8,4 


'7,7 


15 1 




6,8 


14.3 


7,0 


6.2 


8.6 


7.4 


15,5 




6,9 


14.4 


7.7 


6,4 


9,0. , 


. 7.7 


15.2 


8,4 


7,2 


14,2 


SO 


6.6 


8.4 


*= 7.1- 


15.0' 


5 8,1 


6.7 


14.6 


7.6 


6,2 


.8 1 


7.0 


16.6 


•"' 7.7 


6.7 


14,8 


7,2 


6.2 


7,8 


6.9 


14.5 


7,5 


6.4 


13.9 


7.0 


5,9 


7.9 


7 1 


i ^ n 


7 E 

/ .3 


66 


13,8 


7,0 


6-1 


7.6 


8.9 


14,0 


6,9 




12,1 


65 


5,8 


8.2 


ft ft 


1 A A 


8.0 


6.4 


14,2 


7,6 


5,9 


7,9 


6.9 , 


> 14.6 


7,8 


6,5 


14.4 


7.4 v 


6,1 


a.i 


8,5 


13,5 


6,4 


6.1 


12,5 


5,8 


5.3 


6,9 


6.4 * 


4 13,1 


6.6 


6.1 


13,3 


6.1 


56 


6,3 


6.2 


9.7 


6.1 


5,9 


12.5 


5,4 


5,2 


e.a 


6.1 


i3,a 


6,1 


5,9 


12,9 


5.6 


5.5 


7.9 


6,6 


14,7 


7.5 


6,4 


13,5 - 


7.1 


5,9 


6,4 


6.4 


7.0 


5.7 


6,7 


10,1 


6,2 


S.O 


8.3 


6.1 


7 A 


e.U 


5,9 


*94 


5.5 


6,3 


6.8 


6,5 


12,8 


6.6 


6.3 


12.8 


5,8 


5,5 ■ 


7 0 


6 6 


■ £.3 


o.o 


6.3 


12,7 ..." 


6,5 


5.9 


9.4 


, 7:5 


137 


8,7 " 


6,9 


13.5 


8.2 


6,3 


9-Q 


7,3 


1£u7 


8,3 


6.4 


15.5 


7,9 


6.2 


9,2 


7,5 


15,1 


8,1 


6.5 


13.4 


7,9 


59 


13.0 


7.4 


14.5 


me 


7.1 


13,5 


12,6 


6.6 


8.9 


7,4 


134 


8,3 


6,8 


13,8 


7,5 


6.1 


8,4 


8.2 


13,7 


7.6 


7,5 


13.2 


7.1 


* 70 


9.4 


7.7 


13,3 


8.9 


7,0 


13,9 


8,3 


6,3 


9.7 


7.6 


12.7 


9.1 


6,8 


12,9 


9.0 


6,3 


9.6 


7,3 


13.7 


91 


7,0 


13,5 


8,7 


8.4 


9,2 


7.5 


13,7 


8,4 


6.8 , 


13,1 


7,9 


6,3 




7.4 


13.0 0 


8,5 


6,9 


12,8 


8,0 


64 


8.3 , 


7.7 * 


14.2 


7.8 


7.2 


13.4 


7.2 


6,6 


9.1 


7.5 


14,9 


8,3 


6,9 


13,6 


7,9 


6,5 


0,0 


7.1 


12,4 


8,7 


6.7 


12,7 


8.2 


6.2 


9.7 

'1 F 


6,8 


12.3 


t 9.3 


6.6 


12.4 . 


9.1 


6.3 



13,3 

12,3 

*6,7 
•7.7 
♦12,5 
11.1 
13,2 
13.7 

13,4 

13,2 
13.6 
13 8 9 

13.4 

13,2 
11.9 

13,8 
13.7 ' 
12,6 

13,2 

12,0 
10,8 
13.7 
11,6 
*8,7 
11.9 
13.4, 

7 

12.9 

13,8 
13,2 
13,8 
12.4 
10,8 
12,9 
13,0 
12.9 
12,7 

12,3 

12.6 
12,9 
11.9- 
12.3 
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TaW* 19. infante weighing 2,500 grama or !•*• it With, aeeerdlng to oolor ©r ^ g#^ra^i!e dMtlon, and State: 
United States avtrigf annual 1995-97. 1970-72, and 1975-7 7 —ConUnued 



(Data iir# bassd'on the national vital ragtstfatlon system) 









1965*67 






1970-72 






1975-77 




Geographic division 






















and State 




rafa/ 


White 


4// 
other* 


Tckaii 


White 


Black 


Total 1 


White 


Black 


i 

■7 ') 




- * . 

> Infants weighing 2,500 grams or less at birth per 


100 total live births 


»West South Centra)...," .... 




8.7 


73 


13,8 


8.2 


69 


13,6 


7.8 


6,5 


13.2 


Arkansas . , . , v . . . - . — j 






7:4 


12.1 


7.9 


6.8 


12,0 


- 8.0 


6.4 


12.7 


UQUl9*«na . * 1 1 •■ • • 




10.1 


7,1 ;. 


14.6 


9.3 


67 


13.6 


8,9 


6.3 


12,8 


Qkishofna . - . -- , ■ - . , • . ' ...•'..# . » 




77 


7.0 


11.4 


7,7 


7,0 


14.9 


7.6 


6,8 


13.3 


Texas, ...... — 




.... 8.4 


7,4 


14.0 


8.0 


6.9 


" 13.9 


7.5 


6.5 


13,5 


Mountain 




8.8 


8.5 


11.1 


7,9 


7.7 


14.3: 


7.1. 


6.9 


13.3 


Montana 




8.0 


8.0 


8,5 


7.5 


7,5 


14,9 


8.7 


6.5 


*10,0 


Idaho 




7.2 


7.2 


10.0 


6.5 


P.S 


D. f 


p. / 


5 7 


*6,9 


Wyoming 




. 9.2 


9.0 


12,9 


9.1 


8.9 


18,8 


8.7 


8,5 


16.4 


Colorado ...... s ,,, , , 




10.4 


10,1 


15,6 




91 


152 


. 8,7 


8,4 


14,6 


New Mexico .......... : . ...... > 




10.1 


10,0 


, 110 


9.2 


9:2 


15-4 


8.4 


8.5 


12.5 


Arizona — ; - ■ - - 




7.8 


7.4 


9.9 


7,0 


6,8 


11.9 


6.4 


6.2 


117 


Utah .,,...,....,..................< 




7.1 


7.0 


10.6 


6.4 


6.3 


10,8 . 


5.4 


5,4 


15.1 


Nevada . . . .' . ...... ,. ^. ? . . * 




9.5 


8.9 


. 13,0 


9.1 


8,1 


16,8 


7.5 


6,7 


13.8 


Pacific. 




7.4 


6.7 


11.3 


6.6 


6.0 


12.3 


6.1 


5.4 


11.5 


Washington — 




6.8 


6.5 


10,9 


6,4 


: 6.1 


12.6 


5,6 


63 


9,8 


Oregon ........ . ' . — 




8,3 


6.1 


10.6 


5.9 


5.7 


14.0 


5,4 


5.3 


11.6 


California • 




7.5 


6,8 


12,0 


6.7 


6.0 


122 


6.1 


5,5 


11.6 


Alaska . . . -V. --- 




7.1 


,6.3 


8.7 


6.3 


6,0 


10.3 


5,4 


5.0 


9,1 


Hawaii ........... ............ ^ . . 




.... 9,0 


^7.5 * 


9.6 


8.1 


6.4 


11,6 


7.6 


6,0 


9.3 


r .- " " " C ■ - ■ 



1 Data by birth weight for the biack population not available" for these years. In the Middle Atlantic. East North Central, South Atlantic, East South Central, and 
West South Central divisions, more than §5 percent of. the births in the "all other" color category were black. However, in the Mountain and Pacific States most 
of the births in the "ail other" color category were net black. Overall, 91 percent of the births in the "ail other" color category were black for the 3-year period. 
Based on more recent data, infants other than black of the "all other" color category have a much lower low-birtrvweight ratio than black Infants, m fact, this 
other group's ratio is similar to the white ratio. Therefore; combining the black and other groups distorts the picture, making a trend difficult to Interpret, 
^Includes' all other races not shown separately. 
SOURCE: National Center for HeaitfT Statistics: Data computed by the Division of Analysis from data compiled by the Division of Vital Statistics. 
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bMw, according iTmonth of pregnancy pr#natal emm bagan and raoai Unft*_f States t reporting araaa, 1970-79 

(Data are baaed on the national vital registration system) 

. Month of prognancy prmnatal care began 



iftaaij 





Rage and year 

= 


live 
births 


1st or 

2nd * 
. month 


3r0 
month 


4th 
month 


3th 
month 


8th 
month 


7th * 

s_L _______ 

s^ionth 


$th 
month 


9th 
month 


prenatal 
oara 




______ 

Total 1 








Ferownt distribution 




■1.,. 


•v. 








100,0 


41,2 


26,? 


12.1 


7,3 


4,8 


3.4 


2.0 


0,8 


'1,7 


.1.971 .... 




, 1,00.0 


41,4 


27.2 


12.2 


7.2 


. 47 


31 


1,8 


0.7 ■ 


1,6 


1972* 


, _ . . ,'•,•'! ,' ; t t *j • • /« .' 


JU30,Q 


. 42.4 


27.0 


12,0 


■ • 7!v 


.*-"'' 4.5. ' 


3.0 


■ 1.7 


QJ 


1^6 


1973... 




100,0 


43.8 


27.0 


116, 


6,8 


42 


2,8 


1,7 . 


G.7 ■ 


1,5 


1974.. 




100.0 


44.9 


27,2 


11,4 


6.4 


3.9 


2,6 


IS: 


0,fe 


1.4 


1975... 


V . 


100 0 


45,5 


28.8 


114 


6,3 


3.9 


2,6 


1,5; 


0.6 


1.3 


1976., 




100,0 


46.7 


28.7 


11.0 


6.1 


3.7 


- 2,4 


1,4 


0,6 


1,4 


1977/., 




100.0 


47,4 


26,8 


10,if 


6,0 


35 


2.3 


1.3 


0,5 


1,4 


1978 




100,0 


49,0 


25,9 


10,6' 


5.7 


3.4 


2,2 


1.3 


0,5 


1.4 




White 


_f_ 




















1970,, . 




1000 


44,5 


279 


11.3 


8.2 


3,9 


2,7 


1,6 


0,7 


1.2 


1971 ... 




100.0 


44,7 


28,3 


11,3 


6,1 


. 3,8 


2.6 


15 


0.6 


1.1 


1972.,, 




100,0 


457 


27.9 


1 1,1 


6,0 


3,7 


2.4 


1.4 


oli 


1.1 


1973.,: 


■ H- '" - - i ■ ' * ■ 


100,6 


47.t 


27.8 


10.6 


5.7 


3.4 


23 


1.4 


0.6 


1,1 


1974..; 


\ 


100.0 


48.0 


27.9 


,10.4 


5.4 


3,2 


22 


1,3 


. 0.5 


!0 


1975.;, 


_,,... . 


100,0 


485 


27.4 


10,6 


5,4 


3.2 


2,2 


1.3 


0,5 


t,0 


1978.,, 




100,0 


49.6 


272. 


10,1 


5,2 


3.1 


2.0 


12 ". 


0.5 


1.1 


1977;,, 




100.0 


50.2 


27.1 


10.0 


5.1 


2.9 


1.9 


1,1 


0,5 


1,1 


1978,,. 




100,0 


51,9 


26,3 


9.7 


4.9 


28 


1,9 


1.1 


0,5 


1,1 




Bladk 






















wo.,, 




100,0 


23.7 


20,6 


16.2 


13,1 


9.8 


6,9 


3,8 


1.5. 


4,4 


1971 . 




100.0 


24,8 


21,8 


16,5 


13,0 


9,2 


8.1 


3,3 


1.2 


4,0 v 


1972,,. 




" iod.6 


26.4 


22.6 


16.7 


12.5 


8.5 ' 


5.5 


3.0 -i 


1.1 


3,6 


1973,,. 




100.0 


28,2 


23.2 


18,3 


11,9 


7.9 


' 5,0 


2,8 


1,2 


3,4 


1 974 . . . 




100.0 


30,1 


23.8 


16,1 


11,3 


7.3 


4.7 


2.6 


1,1 


3,0 


1975,., 




100,0 


31.8 


24.2\ 


16,0 


10.8 f 


6.9 


4,4 


2,4 


1.0 


2,7 


1976. _ 




100,0 


33.2. 


24,5 \ 


15.7 


10.3 


6,4 


3,9 


2,2 11 


0,9 


2,9 


1977 




100.0 


34,4 


24,6 


15.3 


10,0 


6,1 


3.8 


2.2 


0.8 


2.8 


1976... 




100,0 


36.0 


24.2 


14.9 


9.7 


5,9 


3,6 


2,0 


0,9 


2,9 



'Includes all other races not shown separately. , 

"NOTE; In 1970 and 1371 , month of pregnancy prenatal care began was reported by 39 States and the District of Columbia; in 1972, by 40 States and the District 
of Columbia; in 1973-75, by 42 States and.the District of Columbia; in 197S-70, by 44 States and the District of Columbia, Figures fori 970 and 1371 are based 
on a SO^percent sample Of births; for 1 972-78, they are based on 100 percent of births in selected States and on a SO^pef cent sample of births in all other States, 
Percents are based only on records for which month of pregnancy prenatal care began is stated 

SOURCE: National Center for Health Statistics: VltMl Statistics of the United States. Vol I, for data years 1970-1 975, Public Health Service. Washington, US, 
Government Printing Office; for data years 1 $76-1978, Public Health Service, DHHS, HyaHsvlile, Md, To be published, % ^ 
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4 Table 21. infants bom to ever-married women 15*44 years of age and percent breast fed, ^ccocdlhg to 
* . selected maternal characteristic*: United States* 1970-72 and 1973-75 \ - 

= y- . y« Year of infanVi birth 

&\ '.' , ' V 1970-72 , ; 1973-75 ; ^ 

' Maternal characteristics * T 7^ ~T " , ■- - - ■ = ^= 

Number of . Percent of „ . =Number of . Percent of 

\ ; ,. infants In , infants -4", infants in infants 

[ ' r i , ; ■ " 1 . *•. . thousands , breast fed ihoumnds breast fed 

Tota|i....:...y....' : 9,339 24.5 8,682 _ ^ 31,2 

Education v 3 b . 4 

Less than 12 years.,,....., ,., 2,'860 . . 17.3 ^,278 * 18.7 

12.yeari....; ,'. ." ., v .. 4,556 . . 4":- a 22:0 4,072 28,1 

More than 12 years 1,923 41.2 7 2,295 48.9 

■ . i, \ - & 

Poverty level income * "* * 

Less than 1 50 percent of poverty income. 2,534 23,8 2,102 23.6 

150-299 percent of poverty income . 4,060 21.2 3,431. , , 31.3.-. 

300 percent or more of poverty income. 2,745 300 * .-. ■ 2,206 * 39,3 

- .. * Race: 

White., ; ; . * 8,145 ... 25.8 7,485 -,3?.9. 4 

Black.!.., ......... v . ..................... 1,070^'. . . 13,0 959 19,6 

1 Employment history .. 

Never worked ^/,Vl . ' 590 ' 21.7 v 820 23; 1 

Iver worked...., - 8,749 . 24,7 7,647 32.2 

»i J. It- ^ i _ _ _ M U : — , , . -_ - i : ~ — . — P- 

1 1ncludes it) other races not shown separately. For 1973^75, includes births to women whose education, poverty level, and employment history were not stated. 

NOTE: Only infants who resided with their mother for 2 months or more are included, * 

SOURCE: Division of Vital Statistics, National Center for Health Statistics: Data from the National Survey of Family Growth. 



Tabto XL Immunization and InftMHtoft ttatua ef ehlldran 1-4 years of eg* United 8t*t+e, 197G-70 
(Datii gra baitd on household intefvtews of a sample ef tho civilian nortnstitutionalii^ population) 



Year 



Population 
M years 
In 



Rubella 



DTP 

^vaccination 



Polio 
vaccination 



Mumps 





T 


thousand^ 


infec- 


Vacch 


Infec- 


Vacci- 


3 dommm 


0 


3 uOS&S 


U 




. f 






tion 


nation 


tion 


nation 


or more 


doses 




doses 




■v.: . . * 












Percent of population 








1970...... 




.... 14,123 


8.1 


57,2 


14 4 


37.2 


76.1 


7.0 


66.9 


10,1 




1971 v. 




14,112 


8.7 


61.0 


13.9 


51.2 


78,7 


5,8 


67.3 


8,6 




1972.....,,..:... 




.... 13,906 


7,4 


* 62.2 


12,3 


56.9 


75.6 


6.9 


62,9 


10.7 




1973......... ... 




13,874 


6.3 


81,2 


12.8 


55.6 


72,6 


6,2. 


60.4 


13,9 


34,7 


1974...W., 




13,210 


51 


64,5 


12.2 


59,8 


73.9 


5.2 X 




11.7 


39,4 


1975.. J. ; , 




12,729 


4.8 


65.5 


11.3 


81.9 


75.2 


4,5^ 


64.6 


10,3 


44,4 


1976*...... ...... 




12,276 


4,3 


,65.9 


10,0 


81.7 


71.4 


3.7 


61,6 


9,6 


48,3 


1977.,... 




12,071 . 


3.8 


83,1 


10,6 


59.4 


69.5 


3,3 


60,1 


8,7 


41,1 


1978....... ...... 




12,187 


3,3 


62.8 


7,8 


61.7 


68,0 


3.8 


61,4 


7.9 


51,1 


1979......,:, 




12,386 


j:i 


63,5 


7.0 


62,7 


65.4 


2.6 


59,1 


6,0 


55,4 



'Dlptheria-tetsnus^eftussis, 

2 Mumpe vaccination was first reported in 1 973. 

3 B#glnnlng in 1S76, the category "don't know" was added to response categories, Pflor to 1976, the lack of the "dorvt know" option resulted in some forced 
positive answers which were particularly apparent for those vaccinations which require multiple dose schedules, I.e.. polio and DTP 

NOTE: The proportions of the population ever Infected or vaccinated are not mutually exclusive, 

SOURCE Center for Disease Control: United ^fares immunization Survey, 1 979 . Public Health Service, DHHS, Atlanta, Qa. To be published. 
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Tabto 23. Selected Wmh disease rats*, according to dliiiti: United State*, selected y*ar» 1ft^7i 

" \ (Data are based on reporting by State health departmenti) . 



Year 







f§50 


WBB 


I960 


19BB 


1970 


1975 


1977 ,.■ 


1978 










Number of 


cases per 100,000 population 














K l 




V) 


78.11 


Q7 M 


SO 4P 




•Iff 


3,03 




0,51 


008 


0,21 


** ■ . 0.14 


0 Q4 


6,03 




o 


19.45 


23,15 


1 7.49 


27.87 


16.82 


14,40 






t ' t | 


4,08 


6,30 


7.78 


6 89 


Measles (rubeola).. 




211.01 


337,88 


245,42 


-135.33 


.23,23 


11.44 


26,51 


12,32 


Mumps 




0) 


0) 


C) 


0) 


55,55 


27,99 


10,02 


7,81V 






7Q AO 


Ju,£ 1 


a oi 


3.51 


2.08 


•• 

0,82 






PoNomveJttbi total 


i 


22,02 


1 7,84 


1,77 


0,04 


0.02 


* ^>0.00 


■■ n ni 


ft fti 

UiU 1 


Pa rah/tin 


;;:;;;;;) 




a as 


1 an ■ 


0,03 


0,02 


0.00 


ft ni 


ft ftft 


numia ^mofiiisii iiioagis/ , , 




v# 


r^ 


Til 


( 1 ) 


27.75 


7.81 


Q*ai 


0,«30 


5lAlmAnall<"miA Avduriinfi tvnhnlrl fever 




rn 


3,32 


3,8# 


8,87 


10,84 


10.61 


12,87 








1 5 45 


8 47 * 


fi OA 


5,70 


6,79 


7.78 


7 40 




Ti il*uvf*i ilrmlaT 






dfi fin 


*ift aa 


25.33 


18,22 


15.95 


1 Oi3g 


1 ^ ftA 


Vener eaf diseases 9 : 




















Syphilte*.:.. ............ v . 




146.0^ 


76^15 


68,78 


58.81 


45,46 


38,00 


30,10 


30.00 


Primary and secondary 




16.73 


4.02 


906 


12,16 


10.94 


12,09 


9.50 


10,00, 


Early latent 




39,71 


12,48 


10,11 


9,10 


8,11 


12,57 


9,94 


9,07 


Lite and late latent 




76.22 


. , 53.83 


45,91 


35.09 


25,05 


12.81 


10.39 


10.64 


Congenital 




8,97 


3.33 


2.48 


1.86 


0.97 


0.43 


0,22 


0,20 


Gonorrhea ; 




19245 


146.96 


145,33 


169,36 


298,52 


472,91 


466,83 


468,30 


Chancroid ........... i...;... 




3.34 


1.65 


0.94 


0,51 


0,70 


0,33 


0,21 


0.24 


Granuloma Inguinale ..... 




1,19 


0,30 


0,17 


0,08 


0.06 


0,03 


0,03 


0,03 


Lymphogranuloma venereum 




0,95 . 


0,47 


0.47 


0,46 


0,30 


017 


0,16 


0.13 



* Not reported nationally. 
*Newty reported active eases, 
"Newty reported civilian cases. 
'Includes stags of syphilis not stated, 

NOTE: Rates greater than 0 but lass than 0.005 are shown as 0.00. The total resident population was used to calculate all rates except venereal diseases, for 
which fte civilian resident population was used . 

SOURCES: Center for Disease Control: Reported morbidity and mortality in theXfniled States, 1978, Morbidity and Mortality Wmkfy Report £7(54). Public 
Health Service, Atlanta, da,, Sept, 1979; National Center for Health Statistics: Data computed by the Division of Analysis from data compiled by the Center for 
Disease Control; Venereal Disease Control Division, Center for Disease Control: Selected data. ' ■ ■ . » 
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TaWe 24. gUMiMiifflMl of health and limitation of activtry, accosting to eeteeM characteristic.: 

Unlwd Sta%a, 1973 arxl 1978 

(Data are based on rrauseheld Interviewi of a sample of the oivlHan nonir^tetitlQnalteed popuiatjofi) 



I ^hgragtetisilc 



With limitation of activity 



Seif^ssemnwnt 
of health as 
fair or poor 



Total 



limited but Limited In ."; Unable to 

not in major amount or kind carry on 

activity of major activity major activity 



'. '•■ . = ' ' -4\ ' ' ' ' ,' 


1973 


1978 


1973 


1978 


1973 


1978 


1973 


1 978 


1973 


1978 


Tntall 2.3 


•12.2 


v • ■ 
11.9 


13.3 


Percent of population 
13.$ 3.3 as 


7,0 


6,8 


3.1 


3.3 


Age 








■■ ^ . r ■ 














Under 17 years 


4,2 


A A 

4,4 




3.9 


1.5 


1.9 




1 fl 


0 2 » 


0.2 


1 f mm yeara . , , . — . , 


8.5 


8.5 




O b 


*3, 1 




4,4 


4,2 


1.0 


1.0 


45-64 years ....... — ........... 


22.3 * 


21 .6 


23.3 


23.6 


4,9 


5,0 


13,2 


12,4 


5.2 


6.1 


£3 IZ l <^ a .r anil Awof . 

gg years ana over 


31,5 


30,1 


44.1 


■ 45.0 


6.4 


$.7 


21,7 


;. 21.7 


16,1 


16.6 


Sex 1 










* 












Male.............. 


11.3 


11.3 


14,0 


14.4 


3,3 1 


3,4 


5,6 


5,5 


5,0 


5,5 


Female .......................... 








13,0 


o.l = 




8.0 


7,8 


1,5 


1.5 


Race 1 






















White... 


11.1 • 


10,9 


13,0 


133 


3,3 


3.6 


8.8 


€.6 


2 8 


3,1 


Black ......................... 


21 . s 0 


205 


16,8 


17.1 


2.8 


2,9 


8,7 


8,7 


5,4 


♦5.5 


Family income 1 4 












9 










Lets than $7,000.. . .......... 


22.1 


21,9 


21.1 


21,2 


4,0 


4,0 


10.8 


10,8 


5,3 


6.5 


mf iUUWN#P,^^3 ,,,,,,,,, , , 


154 


15.0 


15,4 


16.3 


3.3 


3.8 


8,5 


7,7 


♦3.6 


♦4,7 


$1 0,000*$1 4,999 , 


12.2 - 


11,2 


12.6 


12,1 


2.9 


3,3 


7,1 


6.6 


*2,6 


♦2,9 


SI 5 i QQX>$24,999. 


9.7 


8r3 


11,1 


11.3 


3,2 


3,4 


5,8 


5*8 


2.3' 


♦2,1 


$25,000 or mere,,.,,,,,.,.,.,,. 


6,3 


\ 5-1 


9 5 


it 


3.1 


3.5 


4,7 


4,6 


•1.7 


♦1.7 


"*- Geographic region 1 






















Northeast ........ — 


10.0 


10,6 


12 1 


12.8 


2,8 


3,3 


8.6 


6,4 


2,7 


♦3,0 


North Central ................... 


10,9 


10,7 


12.6 


12 8 


3,B 


3.2 


6.4 


6,9* 


2,6 


♦2.6 


South... 


15.4 


14.7 


14,5 


14.2 


3,1 s 


3,2 


7.7 


7,0 


3,7 


4,0 


West... 


11.2 


10,6 


14.1 


16,0 


4,0 


4,6 


7.0 


6,8 


♦3.1 


♦3,6 


Location of residence* 






















Within SMSA 


11.1. 


11.2 


12,9 


13.1 


3.3 


3,6 


6.7 


6,5 


2,9 


3,1 


Outside SMSA, ........... ,-i . 


14.3 


13.5 


14.2 


14,7 


. 3,3 


3.6 


7,5 


7,4 


3.5 


3,7 



*Age adjusted by the direct method to the 1 970 civilian non Institutionalized population, USrng 4 age intervals, 
includes all other races not shown separately 
includes unknown family Income, 

'Family income categories for 4 197S, Corresponding income categories In 1373. adjusting for Inflation, were: less than $S;O0O; 15,000-16,999; S^QOQ-Si.SiS; 
S10,000-$14 i 999:and$lS.000Qrmore/ w 

SOURCE: Division of Health Interview Statistics. National Center for Health Statistics: Data from the National Health Interview Survey. 
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TaMt IS. Meted acttitty and bed-dl»aWllty day*, according to aM^ad eharaMrlateai UnHad Stat**, 1S73 and 1978 v 

(Data are based ori household interviews of a sample of the civilian ncminstltutlonaiized population) 



Totals* , 



Under 17 years,.:, 
17-44 years.,. i*.... 
45-64 years 
85 yean and over . 



Male.. . 
Female . 



White. 
Black 



Less than 17,000 . 
$7 f 0004s!99§ 

'-$10,000^14,999.'.. 

$i5,ooo-$24,9§9.. 

$25,000 or more,. 



Northeast , . . , 
North Central, 

South......... 

West....,....:. 



Within 5MSA .. 
Outside SM5A, 



GhmrmGtmrigtiQ 



Seg 1 



Race* 



Family income' * 



Geographic area 1 



Location of residence 1 



RmiriGimd-MCtMty dayw 



Bed*diaahitity days 



1&73 



164 



10.7 
13.6 
22 6 
335 



15,0 
17,6 



15,9 
21.3 



25.5 
17.4 
15.9, 
14.0 

13,2 



13,6 
HS.4 
16,5 
18.2 



16,3 
16.5 



1973 



1973 



Number per person per year 
J 8,4 6.3 



11,3 
,14.8 
25,8 
40,3 



^16,4 
20,1 



17,9 
22 9 



28.8 
21.1 
16.1 
15.4 
13.3 



17,3 
16.8 
19.1 
20.7 



18.5 
17,8 



,4.5 
54 
78 

13.1 



5.4 
7,2 



6.1 

8.9 



9,7 
6,6 
6.4 
5,6 
5.1 



5,4 
5.8 
7,4 
8.7 



8,4 
6.1 



W7S 



7,0 



5 r 2 
5.7 
8,8 
14.5 



6,1 
7.S 



6,8 
9,9 



11,0 
8.5 

5,9 
5,9 
5.3 



6,9 
6.4 

7,5 
7,5 



7,2 
6.6 



'Age adjusted by the direct method to the 1 970 civilian noninstitutionaiized population, using 4 age intervals, 
includes all other races not shown Separately, 
includes unknown family income. 

•Family income categories for 1978, Corresponding income categories in 1073, adjusting for inflation, were: less than Si 000- 35 0OChS6 999' $7 000-S9 999 
■$10,000**1 4,999; and $1 5,000 or more, 

SOURCE: Division of Health Interview Statistics, National Canter for Health Statistics: Data from the National Health Interview Survey. 
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Table 26. Disability days associated wftti mite condWont and Incidence si akita conditions,' acconNng to age: 

United SUto^ 1f 79-78 

(Data are baaed on household Interviews of a sample of the qlvlilan nonlnstltutlonallzed population) 
! Year ending June 30 ]>'. ■ 









1972 


1973 


1974 


1975 






1 978 




f 970 


1 971 


1970 


1977 


f Restricted-activity days 








Number p#r person 








Ail ages 1 , , .>.. . ...,.*>,. . .\ . .■. 


8.5 


8,6 


9.3 


9.2 


9.3 


- 9.7 


94% 


9.4 


93 


Under 17 ^sars . .... 


8.6 


f 93 


9;4 


.9.3 


9.9 


9.4. 


9.7 


10.0 


10,0 


17-44 years 


8.0 




8.8 


8.9 


8,9 


9.4 


8.8 


9.1 


93 


45-64 years . . : . 


8.7 


7.2 


9,3 


8.6 


8.2 


9,8 


9.1 


8.6 


83 


65 * years and over . . T , . , , 


i . . 9,8 


10.3 


10.9 


- 10,8 


10.7 


12.1 


11.6 


10,1 


12,1 


§#d"disability days? 




















All ages 1 ......... 


3.8 


38 


4,1 


4.0 


4,0 


4.2 


4.2 


4.2 


43 


Under 1 7 yean 


4.0 


43 


4.3 


4.1 " 


4,5 


,4,0 


4,6 


■■ 4.8 


5,0 


17-44 years.., 


3.5 


3.6 


3.9 


4.0 


3.8 


4.2 


4.0 


3.9 


4.3 


45»§4 years — 


3.8 


3.1 


3,6 


3,6 


3,5 


4,0 


3.8 


3.7 


3,6 


65 years and over. ... .. .............. 


4.0 


4.0 


4.7 


4.3 


4.1 


5.3- 


4.7 


4,5 


5.1 


Incidence of acute conditions 








Number p%r 100 persons 








All ages 1 


204.1 


209.8 


220.9 


3199.6 3174,2 


5199,1 


218,4 


222.6 


224,2 


Under 17 years — 


290.3 


310.6 


307,9 


280,1 


254.8 


282,6 


.305,7 


31 5,0 


310.6 


17-44 years .-; '.' * , 


1193.2 


1942 


215,1 


196.0 


iro,a 


194.7 


215.3 


216,1 


222.3 


45*64 years 


132,8 


125.3 


144,0 


124.6 


98.3 


123.4 


136.7 


142.2 


143.0 


65 years and over.. , . , . ... .j ............... . 


103,0 


105,6 


109,2 


98.1 


75.7 


91,3 


105.5 


102,4 


111,0 


1 Age adjusted by the direct method to tha i 370 civilian nen Institutionalised population, using 4 age intervals. = 



2 A subset of restricted-activity days. ' 
*The 1974 estimates are artificially low because of modifications In the questionnaire design for the 1973 and 1974 surveys. Since the data are collected on a 
calendar year basis, the 1 973 and 1 975 estimates are also partially affected, ■ - 



SOURC1: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health Interview Survey, 



f sMs> 27. dgaivtls) smoldfip atahM of psfSMM 20 ywi of aqv and ovat^ sssofrilitQ .1©' MX) twc9 t and 
* . * UnM state*, .iti6»ltrt» and liTi 

(Data are based on household Interviews of a sample of the civilian nortnatttutlonataed population) 



Sax, and age 



197$ 
population 
in 

thousands 1 



Smoking status 



Current smoker 2 



Former smoker 



1976 



197$ 



1965 



1976 



1979 



HE,. . MAL| : < 

Total** 

*AJi ages* 20 years and over. 

20-24 years ... . 

26-34 yeara.. ......... 

3^44 yeara ...... .* * ......... ... . . . 

45=64 yeara. ............... ......iT..;. 

65 years and over......... 



Peroeni of persons 



67,836 


52.4 


41.9 


37*8 


1 20,5 


, 28.9 


30.0 


9,040 , 


59.2 


45.9 " 


37,1 


9.0 


12.2 ' 


12.6 


16,561 


60.7 


48.5 " 


43.8 


14.7 


18,3 


20.3 


11,943 


58.2 


47,6 


42,0 


20,6 


27.3 


28.3 


20,675 


51.9 


41,3 


391 


24,1 


37,1 


38.0 


9,616 


28.5 


23.0 


20.1 


28.1 


44.4 ' 


47.9 



White 



AJI agea, 20 years arid over. 


60,191 


51.5 


41.2 


37,1 


21,4 


30.0 


31.2 


20-24 years ............ .\ . 


7,859 


56,1 


45,3 


. 35,8 . 


9.6 


13.3 


13,3 


25-34 years 


. 14,582 


601 


47.7 


43.6* 


15.5 


: 18,9 


j 20,9 


35-44 years.,.,..,.,.., ............ 


10,466 


57,3r 


46.8 


41,3 


21,5 


28,9 


30.0 


45-64 years .... ....................... 


18,627 


51 ,3 


40.6 


38.5 


25.1 


38,1 


39.1 


65 years and over...,, 


- 8,657 


; - 27,7 


22.8 


19.3 


28,7 


45.6 


49.3 


Black 
















AJi agea, 20 years and over, ...... 


5,801 


60,8 


505 


45.1 


12.1 


19.3 


19.4 


20-24 years 1 ............. . 


835 


67.4 


52,8 


46.3 . 


3.8 


4,1 


•4.7 


25-34 years..., 


1,458 


63,4 


59.4 


48.1 


6.7 


11. a. 


14,9 


35-44 years.................. 


1,080 


§7,3 


58.8 


49.0 


12.3 


13.8% 


. 15.6 


45-64 years. . .......... .............. 


1,653 


57.9 


•49.7 


47,4 


15.3 


28.6 


V 25,9 


65 years and over........ ........ ...... 


774 


36.4 


26,4 


27,i 


21,5 


33^0 


X 35.1 



FEMALE 
Total 34 

All ages, 20 years and over. 



Saq footnotes at end of table. 





76,958 


34.1 


32.0 


29.7 


8.2 


13.8 


20-24 years 


10,239 


41,9 


" 34,2 


335 


7,3 


10,4 


25-34 years ...... 


17,509 


43.7 


37.5 


33.8 


9.9 


12.9 


35=44 years, .. . ... . .. 


12,728 


43.7 


38,2 '. 


36,8 


9,6 


15.8 


45464 years . '. F 


22,749 


32,0 


34.8 


30.8 


8,6 


15.9 


65/ years an^/over,.. , 


13,733 


9.6 


12.8 


13.5 


6 4.5 


11.7 


/ White 














All ages, 20 years and over.. 


§7,222 


34.2 


31.8 


30.0 


8.5 


14.4 


20-24 years 


8,605 


41.9 


34,4 


33,9 


8,0 


11,4 


25-34 years. "... ... .- .. .. f ... . ..... 


14,999 


43 4 


37.1 


34.4 


10,3 ■ 


13.7 


35-44 years 


11,026 


43.9 


M.I 


37,3 


9.9 


17.0 


45-64 years, ................ 


20,147 


32,7 


34.7 


30.7 


8.8, 


16,4 


65 years and over 


1 2,445 


9.8 


13,2 


14,2 


4.5 1 


11,5 



15,4 



11,4 
15,2 
17.0 
17.6 

is 



11,1 

12.3 
16,0 
17,9 
16,0 
14,2 



1 

^ ■ 



TIMI ifi Qlgnn H 


- - ■ - '• JiiL 
noMng status of pefs 


dm 20 veer* of age and ov 


er, accordl 


lug to sex, 


, fane; and age: 






UMItiiN, 


1965, 1976. ■ 


nd 1979— Continued 








(Date are baaed 


on houaehold interviews of a sample of the civilian no^iwtttutiorialited population) 




■ ■ * * * ■ 


1 

197$ "' 






Smoking status 






Smx, mem, and age 


: population 

in 


^ pUtmntmekmrP 












\ thousands' 


1965 




197$ 




1976 


'1979 


Black - 








Percmt of persons 






. All anas ?n uAAr<t ahH n\z«r 


....... 7,664 


J 34,4 


" 35 .1 ' - 


30.7 


6.0 


9,9 


10.6 


20*24 years,. . .... b .1..., 


....... 1,252 


44.2 


34.9 


31,8 


2.5 


5.0 


; *4,3 


2§44 Vrtvi-"-'''-'- 1 - v 


...... 1,886 


47.8 


42^ 


34,5 


6.7 


8.9 ». 


10,6 


35-44 years.............. 


1,328 


42.8 


41.3' 


37.3 


f 7,0 


9.6 


10.1 


45-64 years ....... 


....... 2.082 


25.7 


38,1 


34r8 


< 6.8 


11.9 


14.9 


65 years and over................. 


1.115 


7,1 , 


9,2 


7.5 


4.5 


• 13.3; 


10,5 



'Includes persona with unknown r^esent smoking status * 
3 Ac uf r ftiit smoker is a person who has smoked at least 1 00 cigarettes and who now smokes; includes occasional smokers. 
. *Base of percent excludes persona with unioiown smoking stahjs, 

includes ail other races not shown separately. '" 
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health Interview Survey, 
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Tacte 2%. Clgarettea smoked per day by pmtn 20 yam of age and over, according to nk, raea, and age; 

UnHad Stsiea, 1965, 1976, and 1979 

(Data ara based on household interviews of a sample of the civilian norynstitutionaliiad population) 



SmK, rmaWi and agm 



' : <f 

1S79 

current ! * 
smokers* 
In 

thousands 



CIgarett&s smoked per day 



Less than IB 



f«4 



20 or nw© 



196$ - f9?f 1979 1965 



1976 1979 



196$ 



1976 



1979 



UAI E # 






















' ... • : 








weenf of current smokers 








Total* 3 






















All fiQft?% 20 vasnq and ovfir 


25 451 




0A 0 


OA ^ 


46.3 


\ 44,8 


41,6 s 


A * 
£0.4. 






20-24 years............................... 


.. 3,341 


34,9 


31 6 


30.3 


49.7 


49,9 


49.7 


15.4 


\ 18.5 


20,0 


25-34 years...... ......... ,. '. . 


, J M , 7,209 


25> 


25,5 


25,7 


50.0 , 


45.8 


43,2 


24.3 


28,7 


31 .1 


35-44 yeaVsN^. .................. 


.,' 4,967 


23.7 


19,6 


20,2 


44,8 


41.2 


36.5 


31 .5 


39.2 


43,3 


45-64 years. .Til. ........... 4 ........ . 


• 8,016 


26,7 


■L 18.5 


19,9 p 


45.3 


44.1 


39,8 


f 28,0 


37,4 


40.3 


P9 ypsia gf IQ QVBT , , , , . , , . , , , , , , . , , , , . . . , 






. 39,1 


37,8 


39.0 


42.7 


42.2 


13,8 


18,2 


20.0 


.1 .J. 






















All ages, 2p years and over, 


.. 22,179 


25.9 


21,4 


20.6 


46,8 


44,9 


4£4 


27,4 


33,7 


37,0 


20-24 years .................. .1....... .... 


,'. . 2,806 


32.3 


27.5 


25.4 


50.8 


52,8 


52,6 


16.9 


19.7 


." 21 .9 


25-34 years...... .......... 


. . 6,323 


228 


22,1 


22,1 


51.1 


46,5 


44.5 


26,1 


31 .4 


33,4 


35^44 years 


4,285 


21.3 


17,2 


16,1 




Aft A 




33,9 


42.5 


48.0 


45-64 years .. ... 


7,107 


24 6 


16.2 


16,8 


45.4 


.43.3 4 


■ 40.0 


30,0 


40,4 


43,|/ 


65 years and over. .v.*. 


1,657 


44.6 


37.5 


35,1 


40,3i 


.42.2 


y 43.5 


15,1 


20,4 


21 ,4 


Sleek . 






















All ages, 20 years end over. ...... 


. . 2,596 


.48.1 


43,8 


49,9 


42,6 


44,8 


37.9 


9.3 


11.5 


12.2 


^fW54 ufiira 








3/ ,3 


41.9 


34.2 


39,4 


■5, J 




J, I 


25-34 years. 


• 699 


478 


460 


51 .4 




A*% A 


q4,9 


10.5 


10.5 t 


13,6 


35-44 years 


529 


42.5 


38,5 


43.9 


45.5 


44.8 


.* 40.6 


12,0 


16,7 


15.5 


45-64 years ~. * 


765 


' 46,9 


35.9 


45,9 


43.7 


50,8 


39,1 


9.4 


13.3 


14.9 


65 years and over : 


.. 216 


64,9 


53.0 


59.7 


31,9 


47.0 


33.6 


*3,2 


*_ 


•6,2 


FEMALE 






















Total** 














if 








AN anf» 50 usafa snH nufir 


20 7fiA 




JO.J 


^ 0 


42,2 


43,8 


44,0 . 


14. O 






20-24 years. . ............................. 


3,422 


48.4 


43,1 


39,2 


41,9 


42,4 


42.8 


9,7 


14.5 


18,0 


25-34 years 


5,884 


41 .4 


34.3 


31,3 


43,1 


45.2 


443 


15,5 


20,5 


24,4 


35-44 years.. 


4,657 


39,1 


^33,8 


4 28,4 


43.7 


44,4 


46,1 


17,1 


21,8 


25,5 


45-64' years ...... 


6,952 


44,4 


34,3 


31,9 


42,0 


44,2 


43.5 


13.6 


21,5 


24.6 


65 years and over . , 


.. 1,849 


62*6 


49,3 


45,5 


31.0 


38.9 


42,0 


6,4 


11,8 


12,5 


White 






















All ages, 20 years and over. ....... 


. 20,043 


41.0 


33.2 


29,5 


43,9 


45,2 


45.8 


15,1 


21.6 


24,7 


20*24 years * . , r, ....... , 


. ' 2,91 1 




39,3 


34.2 


44.4 1 




44,8 


10.4 


16.4 


21,0 


25-34 years. 


5,123 


37.9 


30-6 


27,7 


45,4 


46,11 


46,0 


16.7 


22,6 


26.3 


35-44 years ......... , , 


4,088 


36.2 


29.5 


25,0 


45.3 


45.4 i 


48,0 


18.4 


25.1 


26,9 


45-64 years. . . . .- 


6,161 


42.4 


32.0 


27,8 


43fe 


45.1 


45.1 


14,5 


230 


27.0 


65 years and over 


. 1 ,760 


61.5 


45,7 


43,8 


31,8 


41.7 


43,5 


6.8 


12.6 


12,7 



S## rootnotes at end of tabl@. 
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" Table if, CtganriiM smoked per day by persons SO yun of age and over, according to mi, race, and ages 

UnM3tttM F IMS, 1976, and 1970 v 

(Data are based on household interviews of a sample of the civilian nonlnstitutlonallzed population) 



A , _ ...... 

Sex, race, and age , 


1979 
currant 
smokers 1 






-•I 


Gigarettea smoked per day 










Less than 


is 




15-24- 






25 or rtiar& 




' Ifi 

' , thousands 




1976 


1979 


1965 


1976 


1979 t 


1965 


7976 


1979 


Black 










Percent of current smokers 








\ AJf ages, 20 years and over, ...... 


2,335 


677 


60,0 


62.2 


26.4 


33,8 


29,7 


*5,9 


6,1 


}8,1 


20-24 years 


396 


73,4 


65.7 


72,8 


221 


31:3 


27,2 , 


•4,5 


•3,0 




25-34 years ..- , , 


647 


66,2 


53,6 


. 59,9 


25,1 ' . 


33,6 


30,1 ; 


8:7 


*7,7 


♦10.0 


35-44 years, 


493 r 


63.4 


60.4 


' 52,0 


• 30,4 


mi 


33,7 


•62 


•1.4 


14.4 


45-64 years.,.,..,, ... 


715 


69.4 


' 53,2 


64,0 


26,9 


36,7 


29.5 


*3.6 


10,1 


♦6,5 


65 years and over.... 


... . 84 


*«3,2 


100,0 


♦76.2' 


*16,8 




•15.5 






*8,3 



1 A current smoker is a person who has smoked at least 1 00 cigarettes and who now smokes; includes occasional smokers, 
2 Base of per cent excludes unknown amount smoked, 

'Includes all other races not shown separately. 1 ^ 

SOURCE: Division of Heaitftin ten/lew Statistics, National Center for Health Statistics; Data from the National Health Interview Survey, \ 



4 

\ 7 



r 



V 



c 



j ■ 



165 



T*t*» it, Teenape &§*9m •moWn* eccoftMog to pmu *mo*lr>o statu* mx ( ami eye: United SMm, and 1»7i 

(Data are based on tajephone Interviews of sample of the noninstilutionalized popu(ation) " ; 



Parental smoking status 



tear; sex, and age 



Both parents 
current smokers 



Fatter only 
current smoker 



1974 



Both sexes. 12-1 6 years 
Male 

12-18 years 

12-14 years,., ■..„; 

15-16 years .......„;..';.„'„„... 

17-18 years . .. .............. .. 



Female 



■ "12-18 years 

12-14 years.,-, 
15-18 years..,. 
17-18 years,., . 



1979 



Neither 

Mother only 'parent *■ 
current smoker current 
smoker 



Percent of teenagers who ' are current smokers 

21.4 * 14>7 "»'"" 15.6 



Both sexes, 12-13 years . 



221 

4.9 

23,2 
43,2 



20,7 

7.9 
338 
27,6 



14.3 



15.7 

10 5 
16.4 
23.8 



13.6 

6,3 
18,3 
22,0 



10.3 



13,8 

0:0 

20.9 

29,7 



17.6 

8,6 
19,4 
30,6 



11.7 



11,3 

2,4 
12,4 

23ll 



7,7 
1,7 

7:1 

17 ; 7 



6.1 



Male 



12-18 years 

12-14 years.,. 
IMS years..., 
17-18 years „.-. 



12-18 yean 

12-14 years,,,, 
15-18 years.... 
17-18 years . . 



Female 



, 13.5 

3.9 
21.3 
20,0 



• 15,1 

5,0 
17:4 

33,3 



8,8 

2.7 
12.9 
15.1 



12,2 

4.3 
11,8 
22,1 



99 
4.2 

5,9 
25,6 



13.7 

3;3 
13.6 
32,4 



5.6 

0,5 
6,0 
12.6 



66 

. 1-6 
6,8 
13,9 



NOTE; A current smoker Is a person who smokes at least once a week. 

SOURCE; Green, D.E.: Teenage Smoking, immediate Long-Term Faffe™, Clinton Research Services, Contract No. 400-79-0010, Prepared for the National 
Institute of Education, Washington, US, Government Printing Office, Nov, 1979, 




1970:. 

1976,, 
1977,, 
1978.: 



(Pmtnare 



otf pollutant United States, *M*ct*d jfwi ItHNTi 



estimates) 



Source 



smiiormry 
comBUStion 



Industrial 
pr&cmsm 



Solid 
waste 



23.2 


1.1 


7.2 


14,6 


1.0 


5.1 


14,1 


1,0 


4,7 


13.6 


1,2 


4,8 


12.5 




3.8 



Emissions in 10* nmtnQ tons per ymr ' 

12.8 1.1 

7,4 0.5 

7.0 0,5 

6.4 ; 05 

* 6,2 ,• ' 0.5 



Other 



1,0 

0.6 
0.8 
0,7 
0,7 



1970,;, 
1975.. 
1976 
1977-.:. 
1978. r 



lie.;. 

1977,., 
1978.,, 



1970., 
1975,, 
1976.'. 
1977., 
1978,. 



1970, 
1975. 
1978. 
1977, 
1978, 



Hydrocarbons 



Carbon 



:):. 



29,8 


0.7 


2§,2 


0,8 


27,4 


n q 

0,8 


27.d 




27.0 


0.8 


19,9 \ 


7,4 


20.9 


\ si 


22,5 


\ 9,0 


23,4 


\ 94 


23,3 


\ 9,4 


/ 




28,3 


11V 


25.3 


10,8 


27,0 1 


11,0 


27,1 


11,0 


27.8 


10,7 


102,6 


80,6 


97,2 


82.3 


102,9 


85,4 


102.4 




102,1 


.85i 



22,7 
20,9 
22,2 
22.2 
'22.1 



11,3 
11.3 
12,5 
13,0 
12.9 



0.4 

0,3 
0,3 
0.3 
0,3 




11.2 
11.1 
12,2 
12,8 
13,6 



7,7 
6,7 
7.1 
74 

7,6 



0,1 

o 
o 

0) 



0,3 
0,2 
0,1 
0.1 
0.1 



1,8 
0;9 
0,9 
0,9 
0.8 



6,5 
3,2 
3,1 
2,9 
2,7 



0.1 

0) 
0) 
V) 
V) 



0,2 
0.1 

0,2 

0,1 ; 

0,1 



3,2 
2,2 
2,6 
2,3 
2,4 



6,3 
3 7 
6,^ 
4,8 
5,1 



1 Emissions of less than 50,000 metric tons per year, 
MOTE: Because of modifications in methodology and yse of more refined emission factors, data from this table should not be compared with data in Health. 
United States. 1979> 

SOURCE: Monitoring and Data Analysis Division: National Air Pollutant fm/sa/on Estirmm 1970-1978. EPAr480/44fr002. U,S. Invfronrnefltal Protection 
Agency Research Triangle Park. N.C. Jan, 1980 
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Tafete 31. PKfeMmn vl.rte, eccordlr>g to foorce or ptac* of 

United SMm, 1973 and 1073 



patient ^tancMMcK 



Characteristic 



Total 3 - 45 . 



M/nder 17 years 
1 7-44 years. 
45-64 years ....... . 

65 years and Dyer , 



Male. 
Female 



White . 
Slack, 



Sex a 



Family Income 3 ? 



Lata than $7,000 
$7,Q0f>S9,999 
$10,000-314,999... 
315,000-324,999.,, 
$25,000 or more,. 



Geographic region 3 



Northeast 
North Central . 

South.......... 

West.... 



Location of residence 3 



Within SMSA , . 
Outside SMS A 



Source or place of care _ , .v 


Ail murom 
v or places 1 ^ 


Ooefof'JL office 
or clinic or 
' group practice 


tfosp/te/ 
^ outpatient ' . 
department? « 


Telephone 


19%3 


1978 


1973 


1978 


1973 


797S ^ 


1973 


1978 






IWa per 1,000 population* 






- 4,991,0 


.4,717.0 


3.440.7 


; . £158.3 


533.6 


642,7 


640.8 


569,6 


4 P 184.6 
5,045.9 , 
5,454,5 
6,542,3 


,4,108,3 
4,528.3 
5,286,2 
6,294.2 


2,595.1 
3.486,7 
4,019.3 
4,911,0 


2,579,5 
2,995,4 
3,688,3 * 
4,618,6 


494,9 
553.4 
553,2 
547,7 


554,6 
652.8 
751,8 
669,3 


i 

778,5 
581,6 
538,9 
615,9 


689,8 
495.1 
498,5 
599,4 


4,363,6 
5,552.5 


4,100.0 

5,280,9 


2,964,2 
3,870.8 


2,655,8 
3,617.7 


501,5 
562,2 


650.5 
637,7 


500,2 
767,1 


451.2 
675,0 



5,053.4 
4,723,6 



4,723,6 
4.859.4 



/ • 
3,535,7 
9,833,5 



3.230.2 
2,788.7 



458,2 
1,145.0 



566.0 
1,188,8 



699,0 
•252,8 



4,904,6 

5,022.3 
4,829,0 
5,351 ,1 



5.230 3 
4,468!d 



4,874,3 
4,593.6 
4,470,0 
6,164,7 



4,905,3 
4,321.7 



3,206,8 
3,514.6 
3,326,2 
3,858,3 



3,501,1 
3,308,3 



3,001.3 
3,163.2 
3,067,8 
3,525.5 



3,207,9 
3,060.1 



626.1 
470,3 
529,4 
514,9 



605,3 
374.9 



753,7 
664,5 
589,2 
721.5 



715.6 
486,2 # 



633,6 
727,4 
581.3 

620,0 



712,7 
483.2 



'Includes all ether sources of places Of oar© not shown separately, 
f Includes hospital outpatient clinic or emergency room. 

3 Ag© adjusted by the direct method to the 1970 civilian rtcninstitutlenalized population, using 4 age intervals. 
•Includes all other races not shown separately, 
includes unknown family income. 

^Family income categories for 1978, Corresponding income categories in 1973, adjusting for Inflation were Is 
SIQ.OOQ-SI 4 ,999; and $15,000 or more. ' 



622,3 
•245,8 



5,435.2 


5,587,2 


3,343,9 


3,264,7 . 


383,5 


1,060.0 


524,0 


549,1 


4,752.1 


4,891,4 


3,374.2 


3,213,2 


562,2 


836,1 


464,6 


515.1 


4,848,7 


4,673,0 


3,455.3 


3,061,4 


436,9 


657,4 


; 627,5 


620.7 


5,092,4 


4,671.1 


3,466,7 


3,249,7 


503,5 


522.0 


751,3 


654,1 


5,142,2 


4,591 .1 


3,538,3 


3,330,8 


457,9 


435,3 


721,8 


•561.9 



694,0 
613,0 
436,5 
594,3 



613.3 
480,4 



SOURCI: Division of Health Interview Statistics, National Center for Health ptistlcs: Data from the National Health Interview Survey. 



than $6,000: $i^Q-$8,i99; $7,00M§,999; 
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Tab* iimT *M»tett phyriolpw.W awof&ig to rtli^tf prt^ riiamrtartitol Unfed fiat**, im^'im 
( Data flu bas^d on hou^hbld Interyieqa of a sample W th#, clvillari nonlnstltutlonailzed population) 

7 ~ - ~ ■ 1 Interval since last physician visit 

■ A * i Population : : . - - * ... , " , , , ^ , 

' . • ^ /n thoMnds 'Less than -' 1 ymmNem "._„." ■ ^yufi 

GhMmctertsm r V™ 1 imf 



fhaft 2 years 



£-4 yearfr 



or more 



Total 1 *a 



Age 



JUnder 1 7 years 
17-44 years ......... 

45-64 years. ....... 

65 years and over. 



Male..,, 
Female 



Sex 1 



Race 1 



White. 
Black ... 

Family income 1 4 

Lest than $7,000 

$7,000-$9.999 ................. 

$10,00O$1 4,999.. . 

$15.000-S24,999.. ........... 

$26,000 or more r. . . . .., 



1973 


1978 


1973 


1978 


1973 


1978- - 


1973 


1978 


1973 


1978 












Percent df population 


-"■ ■- ■' 






205,799 


213,828 


74.4 




10.9 


1 1 il 




;s,2 


3.5 




•. 

63,997 


59,01 2 1 


73.0 


75.8 


13,5 


13,4 


9.8 


f -J 




"1.8 a 


79,016 


86,627 


76,2 


74,3 


10,5 


11.3 


9,6 ■ 


10,2 


2f9 


3.0 


42,534 


43,403 


72.6 


74,6 


9,3 


9,2 


11.2 


10.2 


6.2 


5,1 


20.253 


22,788 . 


76.5 


79,8 


65 


6,2 


9,3 


8.1 


7,2 


5,2 




















- , 


i 

99,241 


103,174 


70,5 


71 ,2 


n ,3 


12,1 


11,9 


1 1 .2 


4,7 


4,1 


106,668 


1 1 0,865 


78,0 


79,2 


Q Q 

3,3 


10.1 


8,2 . 


7 2 


3,2 




179,808 


185,052 


^ 75,0 


75.6 


10,7 


11.0 


9.8 


^9,2 


3,7 


3.2 


23,702 


26,695 


70,9 


75,1 


11,4 


11.6 


10.6 


^8,1 


5.0 


3,4 


34,909 


39,581 


732 


75.4 


10,0 


10,1 


10.2 


9.2 


5.3* 


3,7 


21,641 


20,444 


71.1 


739 


11.3 


11,1 


11,9 


9,9 


4,9 


4,0 


30,081 


36,882 


73.8 


74.6 


.11.6 


11,4 


10.0 


9.9 


3,9 


3.5 


50,927 


53,894 


75,4 


76,7 


11,0 


10,9 


9,7 


8.8 


3,3 


2,8 


53,541 


42,336 


77,7 


77.6 


10,3 


110 , 


8,7 


8,3 


2,7 


2.4 



Geographic region 1 

Northeast .. ............... -V 

Nortfi Central ...... 

South,..,,,, ...» 

West ..„,.„,.... ...... ....... 

Location of residence 1 

Within SMSA..,................: 

Outside 8MSA...,. ...... 



48,745 


48,667 


76,6 


78,2 


11,2 


11.0 


9,0 


8,4 


3,6 


3,2 


58,335 


74.2 


,76,0 


10,4 


10,9 


10,8 


9,0 


39 


3,2 


65,099 
35.620 


SS\2G6 ' 


73,8 


74,1 


11.0 


11,5 


9,9 


9,8 


4.2 


3,3 


^8,599 


74,9 


75.8 


10,7 


10.6 


9,8 


9,3 


3,6 r 


3,2 


141,736 


146,441 


75.7 


76,4 


10,5 


10,8 


9,4 


- 8,6 


3,5 


, 3,0 


64,063 


67,387 


71,7 


73,2 


11,7 


11,6 


11,0 


10,4 


4,7 


3,9 



*Age adjusted by th© direct method to the 1 970 civilian nomnstltuttenaliied population, using 4 age intervals, 
^includes all other races not shown separately, V 

^Stm^S^ ^7S. corroding Income categories in 1976, ad]us,ln 0 for Nation' wore: lesa than $5,000; $5,000^6,999; $7.00049.9»; 
$1g,000-$1 4,999; ind $15,000 or more. . . 

SOURCE: Division o* Health Interview Statistics, National Center for Health Statistics: Data from the National Health Interview Survey, 
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Table 33. Office visits to 



Age and 

principal diagnosis 



mmxmng to •*«, iSMilMMI principal ila^ end 1CDA code: (MM Mm, 1§73 
- ^ ..." / «nd 1S7i , * £ ; ■ V " 

(Data are baaed on reporting by a sample of offiee-oased physicians) •• 
iCDAcodei 



Both 



197$ 



J978 1973* 



Alatet "V 'Female 

— ^ — - - 



7973 ?970 



: -ai-bqmm ./. : ;..,.j:!. 1 . i ;,^.;r,., l> 

Medical or special exams. 

Acute URI,« except influenza .". 

Prenatal care 

Medical and surgical aftercare^ ;.'„.;„ 

Diseases of the heart 

Hypertension 

Under 15 years 3 ,, 

Medical or special exams, ......... 

Acute URl. 4 except influenza 

Diseases of ear and mastoid 'process 
Infections and inflammations of skin . . 

Bronchitis, emphysema, asthma 

Medical and surgical aftercare 3 . 

15-44 years 3 .. ............. im , 

Acute URl. 4 except influenza 

Medical or special exams 

Medical and surgical aftercare* ........ , 

Prenatal eareu .j. . e . ... . /. 

Neuroses and nonpsyehotic disorders. . 
Sprains and strains, .......... 



% Visits per 1,000 population , TV".* 
2,842,0 2,718.5 2,360.4 * 327.9 '1,280,0 3,08^5 



Y00 

460-485 , 
. Y06 
Y10 

3§p-398, 402. 404,1 
410*414. 420-419 i 
^00, 401, 403 



,171 ^ ; 208,2 

209.0 * 175.0 

106.1 * 95.9 
144.3 / 4i!l 




490*493 
Yltf \ 



460-465 

Y00 

Y10 

Y06 ■ * 
300-309 | t 
849-848 



107,7 
101,4 

1,976.0 

■ 288. 9 
339,5 
141.6 
.102^ 
73,4 
81,9 



92,2 
1.(^.4 

2,160,1 

377,7 
335,1 
237,2 
122,6 
96,4 
23,2 



147,2 

194,2 

138.9 

119,0* 
79,5 

2,042.5 

291 3 
353 4 

1634 
,. 116.2 
v. 79.6 
96,5 



n- -2 

42,0: v 1 



93,6 
222:5 
206.0 
149.6 



2.710.9 2,496.8 1,852,0 



172.6 
160.7 
129.9 
2572 
144.2 
94:6 



,131,4 
167,5 

50,2 
232.7 
117.2 

90,6 



134'.2 
108,3 
104.5 t 

97.0 
110,4 



/ 11218? 
! 101.0 

2,208.5 

V 373.0 
*< 322.6 
248.4 
122:9 
115.4 
24,2 

1.778.1 

103.8 
105,9 
36,8 

97,0 
106,3 



97,8 
119,4 



237,1 
11*8,1 
186,8 
56,2 

74,7 

114,7 



1,906.8 2,109.7 



286,4 
325,0 
118,7 
88.0 
67,0 
66,7 



382,6 
327.5 
225,5 
122J. 
76,6 
22.1 



3,520.1 3,178.2 



20877 
210.1 
153,9 
499,4 
188,6 
79,6 



157.4 

225,9 M 

453,3^ 
136.3 
75,8 



; 45-64 years 3 * 

• ■ • r 

Diseases of the heart .......... . 

Hypertension...,.,,, 

Arthritis and rheumatism 

^Medical and surgical aftercare 5 , , 

Bronchitis, emphysermL asthma . ......... 

85 years and over 3 

, Diseases of the heark 

Hypertension . ............ ........... , 

Arthritis and rheumatism 

iye diseases, except refractive 

Medical and surgical aftercare 5 . ... 

Diabetes meilitus ......... 

^ir 5 * 10 9rOUpln9S antf COd * " Umber inc,u * ona e " Eighth Revision international Classification of Diseases, Adapted for Use in the United 

Readjusted by direct method to the 1 970 

includes office visits to physicians for the most common and aJf other principal diagnosei 

4 Upper respiratory infections. , y - . *= 

S A change in coding procedures after 1 976 is responsible for the drop In visits attributed itfthis diagnosis. 

NOTE: Rates are based on the civilian noninstitutionallzed population, excising Alaska alfe Hawaik « . 

SOURCE: Division of Health Resources Utilization Statistics. National Center for Healthitatptics: Data from the National Ambulatory Medical Care Survey 





3,498? 


3,276,7 


2,958,6 


2,787,6 


3,985.2 


3,724.1 


390-398, 402, 404,1 
410-414, 420-429 J 


198.5 


177,0 


240,8 


235,0 


160,4 


123,9 


400,401,403 

710-718 

Y10 

490*493 


236.8 
169 7 * 
201.4 
107,7 


271,5 
155,6 
7k7 

92,3 


193,7 
113,8 
190.0 . 
86.6 


260,8 
111,7 
51 .4 
78,6 


* 276,6 
220.1 
211,6 
126,8 


281,2 
195> 
92,2 
104.8 

V . 

4,210.7 




V 

'.4,588.1 


4,134.2 


4,180.1 


4,025,0 


4,875,3 


390-398, 402, 404.1 
410*414, 420429 ) 


• 592,4 


496.3 


612.2 


564.6 


578,4^ 


448,5 


400,401,403 
710-718 

360-369,371-379 

YIO 

250 


A * 404.1 
■ 306,6 - 

. 263.0 , 
269,8^ 

. 170.3 ' 


384.5 
249,2 
341.1 
71,2 
. 156.8 


300,1 
183,6 
187,9 
302.1 
152.2 


272,5 
186,6 
311.2 
97,5 
142,9 


477.2 
"393,3 
315.9 
247,0 
198.4 


462,9 
293.0 
362.0 
52.8 
166,5 
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Tafata 34. Ofto flilU to Mlana, adding to phyttolm mm and vim prfetf ctarartwMlea: United 8Mh, 1971 and 1178 

(Data m based on reporting by a Mff^li of office*bised physicians) 



Gtfffii and 
imity pmim 



Intern! 



Ofesfefe and 



Gffiefi/ 





1173 


WS 


1973 


Wis 


W/3 


1978 


1973 


We 




1Q73 
IffQ 




Isig 














Visits per ?,000 population 












! yiO! . i ... s .. i .... « 


2.842,0 


2,718,8 


1,193.7 


972.8 


320.4 


305.4 


, 207,2 


238.0 


218.3 


' 338,8 


195,2 


149,7 


Age 


























Under 16 yean. ,<...» 


1,976.0 


2.160.1 


739.5 


646.4 


31.7 


1 g.Q 


11 fi 


12,1 


714.3 


1,106.5 


68,3 


, 47.2 


1544 years 


.... 2,710,9 


2,496.8 


1,137.8 


' 921.9 


244 9 


210,3 


433.6 


485,0 


24,7 


41.3 


181,8 


134.4 


4WM years............. 


..... 3.498 7 


3,176.7 


1,538.4 


1,244.7 


171,4 


698,7 


116.9. 


154,2 


8.3 


8,1 


322.4 


243,9 


85 years and over,... 


4,588.1 


4,134.2 


2,054.5 


1,584.7 


9677 


9351 


32.4 


53.6 


9.2. 


1,8 


, 359.4 


319,4 


Sex 2 - 


























Male .: 


.... 2,360 4 


2,327.1 


1,029.8 


848.0 


2763 


284.5 u 


4.1 ■ 


10,6 


228,7 


347.6 


163.4 


138,6 


female , 


3,280.0 


3.081 .5 


1,341.9 


1,0872 


359.0 


323,9 


396,3 


412.2 


209.5 


329,6 


223,0 


159.8 


Color 4 


























White 


.... 2,889.8 


2,718,4 


1,194.0 


siij 


313,3 


305.4 


208.4 


233.2 


233,8 


367.9 


200.6 


.150.0 


Ail other , 


2,542.8 


2,306.3 


1,219.5 


877.4 


366.3/ 


298.9 


196,4 


266.6 


141.0 


197.0 


151,3 


144,6 



Hnelud^ othif sptclaJt)^ nol anown stparitt fy. : J ■ ; 

? Ag§ adjusted by the direct method to the 1 §70 Chilian noninstitytionalilid populiten, using 4 age Intirvaii 

NOTE; Riles are bmd on the civilian nsninslitutldniiiz^ population, excluding Alaska and Hawaii 

SOURCE; GMston ei Health RssourQss Ufeten Stitista, NMonal Cents for Health italiita; Data from ths National Ambulatory Medical Care Survey, 
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Table 31, Qfflea visits to pnyskilana, according to a*i*et*d ylttt and patient charact*rUtlc»; United State*, 1§73 and 1SF1 

(Data are based on reporting b y a sample of office-based physicians) 

Visit characteristic 



Patient 
characteristic 



• i 



Under 15 years . .. . 

1N4 years. ., 

45HM years 

65 years and over. 



Male 
Female . 



White 
All other. 



Age 



Sex? 



Color 2 



Location of residence 2 



Within SMSA ,1 
Outside SMSA 



4T ■ 
PatienVs 

first 

visit 



1973 



1978 



visit 
lasted 10 
minutes 
or less 1 



1973 



1978 



Percent of visits 



'Tim© spent in face-to-face contact between physician and patient, 

*Age adjusted by the direct method to the 1 970 civilian noninstitutionaiized populatlon^using 4 age intervals: 
NOTp: Rates are based on the civilian noninstitutionaiized population, excluding Alaska and Hawaii. 



Return 
visit 
scheduled 



1973 



SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Stati 



1978 



16,5 


15,4 


51,2 


- 50.0 


58.8 


58£ - 


17.2 


14,4 


61,0 


60,8 


47.8 


48,7 




19.4 


49,4 


. 49.3 


59,6 


59.4 


11.8 


12,0 


44,0 


41.4 


65.2 


64,5 


7,6 


8,4 


44.8 


39.1 


74,0 


70,8 


19,0 


16.6 


50,7 


49.8 


55,9 


56,1 


15.3 


14.7 


51,6 


50,1 


60.0 


59.7 


15.9 


14.8 


5tf¥ 


49.8 


58,6 


58,3 


21.2. 


19.7 


. 55,2 


51.8 


60,1 


59.7 


16.6 


15.6 


48,2 


47,8 


61.8 


60.3 


1f,2 


14.9 


59.9 


56.3 


50,2 


53,2 



sties: Data from the NaSonal Ambulatory Medical Care Survey, 
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Tmrnm 36. D#nta! visits and Interval ilrtea last visit, according to ac^^d patient cftsrsctsristiesi United States, 1973 and 1976 

(Data are based on household interviews of a sample of the civilian noninstitutionailzed population) 

. - . - > ^ : 



Interval since last dental visit 



Characteristic 


population 


less than 
1 year 


1 year-less 
than 2 years 


2^4 


years 


5 
or 


years 
more 


vimted 
mntlst 




1973 


1978 


1973 


1978 


1973 




1973 


1978 


1973 


1973 


1973 


1978 
















Percent of population 










J Qlai * - 


1,61 7.1 


1 ,805, 9 


48.8 


49,9 


10,9 


13,1 


13.7 


12.3 






11-8 


10,5 


Age 


























Under 1 7 years 


1.5995 


1,610.2 


49,2 


50,7 


9.1 


10,8 


6,8 


as 


1.4 


1,5 


32,5 


29,4 


1 7^44 years 


1 ,6§0,5 


1 ,623,4 


55,2 


54,3 


14,3 


16.9 


17.5 


15.6 


Q ft 

P,a = 




2,3 


1,9 


f J^w 8 * jsal a,,,,-,,,,,,,, 


1.743.1 


1,747.2 


469 


48,8 


9.8 ? 


12.3 


17,3 


15,0 


24,1 


22,0 


as 


0,6 


65 years and over;.... 


1,122-5 


1 ,21 7,3 


27.3 


32.3 


6.6 


7.8 


154 


13.9 


49,0 


44,3 


o.i 


0.6 


. Sex 1 


























Maie 


1 .4305 


1 ,4469 


46,7 


48,1 


11,2 


13,3 


14.5 


12,8 


14,2 


1 3.4 


12.2 


10.8 




1,791.7 


1 .754.8 


50,8 


51.6 


10,7 


12,9 


13,1 


11.9 


13,2 


1 2,3 


11,3 


10,3 


Race 1 


























White 


1,721.4 


1 ,688.8 


51.2 


52,3 


10,8 


12,8 


13.1 


11,6 


13,2 


12.4 


10.7 


9.8 


Black .................... 


•874.9 


* 1.023.7 


32,2 


33.7 , 


11.7 


15,9 


184 


16,9 


17,4 


16,8 


18,3 


14,6 


rarniiy income ■ 


























Less than $7,000 


1,171.7 


1,102,7 


36,1 


37,0 


10.5 


13,7 


16.7 


15.5 


18,4 


18,2 


17,3 


14,6 


$7,000-39,999 .......... 


1,149.9 


1,1 35,9 


37,3 


38,7 


11,3 


13,6 


17,1 


15,8 


16.8 


16,4 


*16,8 


*14 s 3 


$1 Ot 000*31 4,999 


1 .332 9 


1 ,455.6 


43,0 


45.2 


11,8 


13,2 


16,6 


14,2 


15.1 


13,9 


*13.8 


*12,2 


$15,000-324,999 .: 


1,687.3 


1,801.0 


51,0 


55,3 


11.2 


13,4 


13.8 


11.1 


12,3 


10.2 


*10,6 


*8.8 


$25,000 or more ....... 


2,2559 


2,339,6 


64,5 


66.9 


10,1 


,1 1 .8 


10,0 


8,3 


Q O 


b b 






Geographic region 1 


























Northeast , . , . 


1 ,956.5 


1,865^9 


539 


55.0 


10,7 


12,4 


12,0 


10.8 


12,5 


11.9 


10,0 


*6.5 


North Central, 


1,564.8 


1,624,2 


50,1 


51.7 


1.0.5 


12,8 


14,2 


11,6 


14.1 


13,2 


10,3 


•93 


South 


1,245.5 


1,31 3,6 


43,3 


43.9 


11.2 


13,1 


14,7 


14.0 


15,1 


14.6 


14.5 


12.9 


West 


1 .922.8 


1 ,7752 


50,2 


51.8 


11.6 


14.3 


13,9 


12,2 


12,0 


10,1 


11,3 


*10,4 


Location of residence 1 


























Within SMSA 


1,758,1 


1.722.0 


50.9 


51,8 


11,0 


13,3 


13,4 


11.7 


12,5 


11.5 


11.1 


10,2 


Outside SMSA., 


1,309.5 


1 ,353.1 


44,3 


45,6 


10.7 


12,6 


14.7 


13.6 


16,2 


15,7 


13.1 


11.3 



■Age adjusted by the direct method to the 1 970 civilian neninstitutionalized population, using 4 age intervals 
includes ail other races not shown separately, 
includes unknown family income, 

'Family income categories for 1978, Corresponding income categories in 1973, adjusting for inflation, were: less than $5,000; $5,000=16,999; $7,00049,999; 
$1 0,0OO=$l 4,9<g. and $1 5,000 or more, 

SOURCE; Division^ Health Interview Statistics, National Center for Health Statistics: Data from the Natl on aJ Health Interview Survey. 
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JDaiUfi based on feportirig faciiss) 




Vear and type 
of ommhip 



1173 

All ownerships^,, 
Qovemmtnt 

Fadwal...! ■ 

SWHoeal....;,.,.;..... 



1978 



All ownerships . 



Gowmnwnt..- 
FaderaL,, 

StaMocai, 



1173 

All ownerships = = , 



GovirniDint,. 
ftdttl,.,,, 
StatNoca!. 
Proprietary = , , 



1378 

I QWn§rships, i;::; 



Government.,. 
Federal.,.,, : 

State-local {1 
Proprietary ... 



All Qthm t\mpMi$ 




Mmm 32,369,188 32,030,1^ 



282,833,407 253,565,874 250,876,556 



81,133,363 : 


54,447,144 '53,818,261 


26^60,686 




55,672,677 


54,447,644 53,818,281 


17121,834 


16,872,412 16.514,539 


183,070^10 


182,245,738 110,543,756 

• 



214,904,239 263,752,360 260,438,255 

, 82,232,446 13,618,441 52,665,145 
24,467.411 

57,765.035 53,618,441 52.665.145 

20,949,314 19,597.533 11,287,174 

131,722,473 180,536,386 188,505,131 



fiumbtf of isc/iifp 



8,746,316 


6,946,314 


6,90pi ' 


46,128 


1,681,482 




i , 




7,056,854 


6,948,334 




46,125 


2,547.421 
23,005,35? 


2,493,483 ' 
22,149,292 


Mil ,038 
22,888,824 


62,444 
250,488 


37,071,977 


34,919748 


34,138,024 


381,724 


3,282,057 
1188,213 


7,275,423 


7,228,784 


45,629 


7,416,764 


7,275,423 


7,229,794 


45,628 


3,104,611 
24,685,309 


3,027,887 
24,816,428 . 


2,955,512 
24,332,718 


72,385 
263,710 



107,112 



1,768,922 
1,688,462 
110,483 
53138 
56,060 



1,750.742 
1,683,848 
68,794 



36,897 
36,917 



2,152,229 



2,006,634 
1,865,293 
141,341 
76,714 
68,881 



Number of fays of cm 
j6B9.318 23,287,533 26,582,222 



629,383 27,485,719 26,529,035 

■ 26,280,686 28,148,605 

628,383 1,225,033 380,430 

357,953 957,342 

1,701,982 824,472 # §3.187 



714,276 

714,276 
802,624 
666,471 



953,296 
329,559 



SOUfiCi: D«n « Health Manpower « Statistics. Center tor M s»«: Data from tha National Master m 



er|c 



36,033 



11,183 
' 4,514 
6,889 



15,033 


38,438 
31,677 


15,500 
9.350 


1,916.790 


178,295 


57,144 


1, §03,135 


80,105 


23,334 


1 ,855,431 




3,862 


47,764 


80,105 


13,472 


13,595 


54,653 

' 43,537 


22,061 
11,743 



2,183,371 501,9 



242,408 ^ 

112,081 

130,327 

154,718 

104,814 



31,151.879 , 


24,625,376 5,512,407 


1,014,096 


28,614,005 


24,570,901 3,483,281 


559,823 


24,467,411 


24,209,935 


257,476 


4,148,594 


360,965 3,483,281 


302,347 
; 234,586; 


1,351,781 


1.117195 


1,186,093 


64,475 ■ 911,931 


213,687 



i j 



T«bt« 38. Discharges from and day* of ear© in non-F*d#fai short-stay hospitals, according to sex* age. Mlaoted ffrst-llsted 

diagnosis, and ICDA cods: United States, 1973 and 1978 ^ • 

(Data are based on a sample of hospital records) 



Discharges Days of care 

Sax, age, and first-listed diagnosis ICOA coda 1 _ . , 



1 




1973 


197$ 


T97J 


197$ 


Both sexes* 3 






Number per 1,000 population 








154,0 


159.8 


1,192,3 




yi^QdS^ Qi ins nsa< X . r .....i;M X *. 


390-398, 402, 404,1 
410-414, 42CM29 I 


113 


12.9 


130.2 


1 25.3 


Malignant neoplasms 


140-209 


6. 6 


7.9 


90.4 


98.1 


Fracture . . . . . 


800-829 


5.5 


5.6 


62.1 


59.1 


Neuroses and nonpsychetio disorders. ......... 


300-309 


4.4 


5,6 


43,5 


53,2 


r^n^uniQni^ , ^ ............. > . ^ ± , » * = , = = * * * = * % % * * 




3.6 


4.0 


31.9 


33.5 


* Male 
















78.8 


75.2 


353.4 


335.4 


Pfiai iftinnis 

rrieuiiiQnia .........,.....-..,.«......,.>.><>. ....... ... 




5.3 


5.6 


36.1 


32.0 


rigtilUrB ...... .....,................-....<. .............. 




4.4 


4.1 


27.0 


23.7 


Congenital anomalies .................... — ......... 


740-759 


3.7 


3.6 


23,6 


21.2 


inyutriai nsr nia. , .... ....... . ........ 




3.2 


2.7 


8.6 


6.2 


Ironchitis, emphysema, asthma ........ .... 


490-493 


2.9 


3.0 


13.2 


11.7 


Intereranial injury. 


850=854 


2.3 


2.7 


6.6 


8.9 


1 5-44 years 4 . 




91.7 


96.7 


623.3 


614,1 


Fracture , ....... 1 


800-829 


6.8 


7.2 


56.1 


57.1 


Neuroses and nonpsychotic disorders.............. 


300-309 


5.2 


7.5 


48 2 


63,9 


Lacerations 


. 870-907 


4.3 


3,9 


22.4 


19.3 


Sprains and strains 


840-848 


2.7 


3.4 


16.1 


18.6 


Diseases of the heart ........... ................. 


390-398, 402, 404,1 


3.0 


2,8 


27.8 


20.4 


Intereranial injury. .................................... 


850-854 


2.4 


2.6 


13.4 


14.0 


45-64 yearS ........ 


a- " 
Q : 


179.1 


191.9 ° 


1 ,662,3 


1,619.4 


Diseases of the heart ................................ 


390=398, 402, 404,1 
' 410-414, 420-429 ' 


on n 


33.2 


300.3 


OQ7 Q 

\ 

171.5 


Malignant neoplasms 


140-209 


11.9 


13.8 


160.2 


Neuroses and nonpsychotic disorders. 


300-309 


«.o 


10.7 


70.6 


96.6 


Inguinal hernia. .......... .......................... ^ 


550, 552 


7.1 


0 6.8 


54.6 


37i1 


Fracture 


800-829 


5.2 


5.0 


56.2 


53.7 


Ulcer. 


531 -534 


4,8 


3,5 


46.7 


32.3 


65 years and over 4 .............................. 




367.0 


412.1 


4,2471 


4,330.4 


Diseases of the heart 


390-398, 402, 404,* 
410-414, 420-429 f 


70.0 


78,7 


822.6 


809.5 


Malignant neoplasms . ................................ 


140-209 


40.1 


49,6 


604,0 


641.7 


Cerebrovascular disease ................. ........ 


430-438 


22.6 


20.8 


296.4 


276.9 


Hyperplasia of prostate ............................. 


600 


1§.5- 


— ^ 19,4 


229.8 


195,1 


Pneumonia ............................................. 


480-488 


13.2 




155.4 


187.8 



8©e footnotes at end of table. 
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Table 38. Discharges from and days of car* in rten*Fsd#ra( short-stay hospitals, according to mi, age, selected first-listed 
diagnosis, and ICDA eodei United States, 1971 and 1978— Continued 



(Data are pased on a sample of hospital records) 



Sex, age, and first-listed diagnosis 


ICDA code 1 


Discharges 


Days of care 






1973 


1&?8 


?1973 


1978 


Female 


* 




Number per 1,000 population 




Under 15 years 4 




62,4 


62.1 


288.6 


272,9 ... 


Fracture 

Congenital anomalies 

, Bronchitis, emphysema, asthma 

lye diseases and conditions 


480-486 
800-829 
740-759 
490-4§3 

360-379 


4,0 
2.5 
2,2 
1.8 
1.4 


4,1 
2.5 
2.5 
2.0 
1 ,4 


24.7 
15.2 
15.1* 
8.6 
1.4 


21.2 
14,4 
15.1 
8,0 
3,2 


1 5-44 years 4 




21 2.9 


210 5 


1,116.1 


1 ,024,4 


Delivery ;.«....., 

Disorders of menstruation. . . . . . 

Benign neoplasms 

Neuroses and nonpsychotic disorders: . .:. . . 

Malignant neoplasms 

Cholelithiasis (galistones) 


660-662 
626 

210-228 
300-309 » 
140-209 
574 


68,2 
8,2 
7.0 
6.3 
3.0 
3.0 


67.2 
8.4 > 
6.3 
69 
3.1 
28 


273.6 
33.6 
42,7 
60.4 

26,0 
26,0 


252,9 
29.7 
33,2 
61.9 
28.3 
22,2 


45-64 years 4 ....... \.\.. 

Diseases of the heart 

Malignant neoplasms 

Benign neoplasms . 

Disorders of menstruatfon, . .". , 

Neuroses and nonpsychotic disorders. , , , 


390-398, 402, 404,1 
'410-414. 42CM29 » 
1 40-209 
210-228 
626 

30M09 


185.0 

138 

13.2 
S3 
7.2 
5,4 


194.2 

16.8 

16,4 
7,1 

7.2 
6,5 


1,658,0 

144,6 

1724 
64.8 
30.6 
56.6 


1 .656,4 

149,9 

201 .8 
43.3 
25.4 
71,6 


65 years and over 4 . . . . j , , . . 

Diseases of the heart 

Malignant neoplasms 

Fracture . , , 

Cerebrovascular disease ; . , 

Eye diseases and conditions . , = , 

Arthritis and rheumatism..,., 


390-398, 402, 404,! 
410-414, 42CM29 1 
140-209 ^ 
800-829 
430-438 
= 360-379 
710-718*/ 


323.5 

56.8 

25.4 
21,8 
20.4 
12.4 
9.6 


360.7 

64".3 

29,6 
22.6 
20.1 
16,0 
, 10.9 


4,051,7 

. 745.3 

400,0 
388.2 
2932 
85,8 
132.8 


4,081 ,2 

706.3 

416,0^ 1 
378,7 
285.4 
73.4 
146.8 



'Diagnostic groupings and code number inclusions are based on the Eighth Revision Intemmionzt Cimssifiomtion of Diseases Adapted for Use in the United 
States, 

? Age adjusted by the direct method to the 1970 civilian noninstltutionaiiied population, using 4 age Intervals, 
^includes data for which sex was not stated, 
^Includes all diagnoses. 

NOTE, Rates art based on the civilian noninstitutionali^ed population. 

SOURCE; Division of Health Resources Utilization Statistics. National Center for Health Statistics: Data from the National Hospital Discharge Survey, 



Table 3», Diachargaa from and days of ear* In non-Fedorai shorMtay hoapttaia for all patfenta and for patient, with surgery, 
according to bed size of hospital and ago of patient: United State*, 1973 and 1978 

■_ ' '"• ! ' ■ ' - - ; "• (Data are Based on a sample of hospital records) 



Bed size of 
hospital and 
age of patient 



Discharges 



Days of car© 



AH \ 
patients 



Patients 
withsBurgery 



AH 
patients 



Patients 
with surgery 





1973 


197B 


1973 


1978 


1973 


1973 


1973 


1970 


■"v All sizes 






Number per 1,000 population 






All ages 1 2 llW 


......... 154.0 


159.8 


63.7 


65.9 


1,192.3 


1,165.4 


504.0 


500.4 


•Under 15 years 


70.8 


68.6 




£Q. r 




304 8 


134.3 


120.5 


1 5 "44 years 


154.4 




AQ 1 

69. 1 


f I.D 


p/S.p 


824.7 


41 4,0 


390.5 


45-64 years, ... . 


......... 182.3 


193.1 


77.1 


81.0 


1,661 .0 




751.3 


742.4 


85 years and over 


......... 341.8 


381.9 


102.4 


121.6 


4,136.4 


4,183.8 


1 ,465,8 


1,589.1 


6-99 beds 






-\ ' 












All ages 1 2, , 


......... 31.6 


30.8 


9.2 


8.2 


203.2 


186.1 


56,6 


48,3 


Under 1 5 years . . . , . . .............. ......... . 


......... . 14.3 


t 12.5 


57 


3,9 


52.4 


43.9 


17.4 


11.4 


1 w^tt jsal 9 * . .....,,.,,.,•.>■',,.,,. 


......... / £5.5 


do,d 


\\J,d 


ft m. 


1 26.4 


128.4 


49,8 


43,7 


45-64 years ....... ., ... 


......... 36.0 


36.1 


ins 


S Qi 


246.9 


238,6 


73.2 


61 .7 


65 years and over 

• 


......... 867 


85.6 


13.6 


13.9 


889.6 


747,2 


167,8 


150 2 


100-199 beds 


















All ages 1 2 , . ....... 


......... 26.3 


27.1 


10,1 


10.5 


189,8 


179.9 


70.7 


68.9 


Under 1 5 years ................ .......... 


.......... 12.4 


11.5 


5,3 


4,1 


50,6 


44,6 


17.8 


14,0 


1 5=44 years 


27,1 


26.4 


11.9 


12,4 


138.6 


124.0 


63,1 


57,7 


46-64 years 


......... 28.5 


31.7 


10.7 


12.0 


239,7 


240.8 


91.8 


93,7 


65 years and over 


......... 60.1 


67.0 


15.6 


18.8 


718.9 


693,1 


216.9 


228,5 


200^299 Deds 


















All ages 1 2 . ... , 


......... 27.0 


28.4 


11.8 


12.6 


206,3 


204.4 


93.1 


92,4 


Under 1 5 years 


......... 13.4 


12.7 


6.8 


5.8 


58,7 


53,4 


24.3 


21.6 


1 5-44 years ......... ...................... 


......... 27.1 


28.0 


12,3 


13^8 


155.3 


142,3 


75,6 * 


71.1 


45-64 years. . ............................... 


......... 30,9\ 


325 


14.2 


14.6 


284,0 


270,6 


136.8* 


127.6 


65 years and over ........................... 


......... S8.7) 


68.3 


19.9 


24.1 


705.8 


780.3 


279.7 


320.2 



See footnotes at end of table. 
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Tabla 39. DlsehargM from and days of car* In non Fadar si *tioft-*t*y hoafrtata for all pattartia and for patients with surgery, 
according to bad aUs of hospital and ag* of patient United States, 1§7S and 1978— Continued 

(Data are Eased on a sample of hospital records) - 



Bed size of 
hospital and 
age of patient 



300-499 beds 



AJI ages 11 ., ,., 

Under 1 5 years . . 

15-44 years 

45-64 years ........ 

66 years and ovt r 



All ages 12 .. 

Under 15 years 

15-44 years 

45-64 years .'. 
65 year 



Discharge 



Days of care 



All 
patients 



Patients 
with surgery 



All 
patients 



1973 



1978 



1973 



1978 



1973 



197B 




Number per 1,000 population 



Patients 
with surgery 



1973 



'Include ay . . ai ntated. ' 
2 Age adjusted oy the direot method to the 1 970 civilian noninstitutionaliied population, using 4 age intervals. : 

NOTES; txclL.. -^3 newborn infants. Rates are baaed on the civilian noninstitutionailzed population, 

SOURCE Dw^on of Health Resources utilization Statistics, National Center for Health Statistics: Data from the National Hospital Discharge Survey, 



1978 



39.4 


37,1 


18,4 


16,7 


331.2 


289.6 


151.5 


134.4 


18.0 


16,4 


9,5 


7,2 


83.7 


72,9 


38,4 


28.7 


39,5 


35,6 


19.2 


17,1 


243.8 


203.4 


116.9 


100.0 


49,3 


46.7 


23,6 


22,0 


492,7 


426,9 


238,1 


208 6 


82,6 


85,4 


30,9 


32.6 


1,099,6 


1,012,3 
* 


452.3 


439.0 


^9,6 


36,4 


14,1 


17.8 


261.9 


305.3 


132.1 


156.4 


12,7 


15,7 


6,2 


7,7 


78,5 


89.8 


3©. 4 


44.8 


31.9 


36,9 


15,6 


18,8 


214,4 


226,6 


108,4 


118.0 


37,6 


46,0 


18,4 


23,5 


397,7 


461 ,8 


211,4 


250,8 


53,8 


75,6 


22,5 


32.2 


722.4 


950.8 


349.1 


451,1 



6 



Tatrfft 40, DlachargM from and days of oara in «hori-*tay hospitals; aceenttng to selected ctiarecteffsttai 

United States, 1 173 and 1S78 

(Data art based on household interviews of "a sample of the civilian noninatitutionailied population) 



Characteristic 



Discharges 1 



Days of care 1 



1973 



1978 



1973 



1978 



Total* 



Under 17 years 
1 7=44 years .......... 

45-64 years, . . . , 

65 years and over. 



Age 



123,9 



68.6 
1197 
166.1 

237,8 



Number per hOOO population 
122 6 1.056.7 



67.0 
104,3 
1 76,0 
267,7 



395,6 
809,6 
1.688 9 
2,899,7 



1,009,1 



346,3 
690,0 
1,614.8 
3,192t6 



Male.,, 
Female 



Sex* 



118,4 
129,0 



121,0 
124.8 



1.091.8 
1.028,0 



1,117,5 
927.6 



White . 
Black , 



Race^ 



124,3 
120,6 



122,2 
130,8 



1,029,5 
1,287.2 



9635 
1 ,480.0 



Family income 55 



Leas than $7,000 , 

$7,0OO-$S,999 

S1 0 4 000^$1 4,999,,, 
$15,00d$24 F 999 ... 
$26,0007 or more:, 



155.9 
134,1 
128,4 
118,2 
110,2 



149,7 
144,9 
120.9 
116.1 
102,6 



1.473.5 
1,346.3 
1,060,3 
934,7 
838,6 



1,422,6 
1.292.9 
924,2 
880,2 
719,9 



Northeast 
North Central, 

South 

West 



Geographic area 1 



107,9 
130,0 
133,8 
118.9 



105,4 
132,0 
135,8 
107,2 



1,029,0 
1,085,9 
1,148,8 
875,4 



§62,6 
1,068,4 
1,0884 

844,5 



Within SMSA . . 
Outside 3 MSA, 



Location of residence 1 



116,7 
139,8 



117,0 
134.6 



1,036.8 
1,101,6 



1,016,0 
992,2 



'including deliveries,, *V. i 

J Age adjusted by the direct method to the 1970 civilian nonlnstitutjonalized population, using 4 age intervals, 
includes ail other races not shown separately, 
4 lnefudes unknown family income, 

^Family income categories for 1978, Corresponding income categories In 1973, adjusting for inflation, were: less than $5,000; $5,000-16,999; $7,G0M9.999; 
$1 0,00O-$1 4,999; and $1 5,00© or more, 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health interview Survey. 
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Table 41 operation* for Inpatients discharged from non-F*d*ral shertatay hospitals, according to tax, aga, leading surgical 

category, and ICDA cod©: United Stats*, 1ft 73 and 1t7l 

(Data are based on a sample of hospital record) 



Sex, age, and leading surgical category 



ICDA code 1 



Operations 



Both sexes 2 



Total 3 , 



1973 



1978 



Number in 
thousands 



18.426 



20,754 



1973 



1978 



Number per 1,000 
population 

f 



88.4 



93,1 



Biopsy ........ ........ .,,1.,, , . 


A1-A2 


919 


1,172 


44 


5.2 


Dilation and curettage of uterus , 


70,3-74.7 


1,019 


1,052 


4.9 


4.6 


Hysterectomy . . . ' — ......... 


69.1-69.5 


690 


644 -.. 


3.2 


dM 


Tonsillectomy with or without adenoideetomy ........ 


21,1-21.2 


884 


543 


4.5 


n n 

2.9 




38.2-36,3 


525 


510 


Z.5 


2,4 


Male 












Under 15 years 3 




1,337 


1,094 


1 47,2 


42.3 


Tonsillectomy, with or without 












adenoideetomy . 


21.1-21.2 


317 


175 


11,2 


6.8 


Myringotomy J ............. . 


17.0 


116 


- 121 


4.1 


47 


Repair of inguinal hernia, 


38.2-383 


101 


77 


3,6 


3,0 


Closed reduction of fracture without fixation, 


4 82.0 


67 


53 


2,4 


2,1 


Appendectomy 6 ., ............................. — , 


41.1 


59 


44 


2.1 * 


1.7 


1 5-44 years 3 ..................................... 4 .. . 




2,347 


2,728 


55.6 


578 


Repair of inguinal hernia, — 


38.2-38.3 


112 


119 


2,6 


2.5 


Excision of semilunar cartilage of knee joint. ........ 


66,5 


* 64 


94 


1.5 


2,0 


Appendectomy 6 . , 


41.1 


94 


88 


2.2 


1.9 


Suture of skin or mucous membrane ........... 


92.5 


86 


82 


2,0 


1 .7 


Biopsy ..................... — ............ — . . — ...... 


A1 -A2 


63 


78 


1.5 


1 6 


45-64 years 3 ........... , 




1,904 


2,154 


93,8 


103.8 


Repair of inguinal hernia. .... 


38.2-38,3 


160 


145 


7.9 


7.0 


Biopsy — . , ,u 


A1-A2 - 


115 


169 


5.7 


8,1 


Cardiac catheterization , , 


30,2 


60 


117 ■ 


3.0 


5,7 


Prostatectomy 


58.1-58.3 , 


n 


68 


3,5 


5.3 


Excision of lesion of skin and 












subcutaneous tissue. ...... : 


92,1-92,2 


m 


63 


3,2 


3.0 


65 years and over 3 .......... 


0 


1,348 


1,854 


159,9 


197,1 


Prostatectomy ..................................... s , . , , . , 


58.1-58.3 


175 


226 


20.8 


240 


Biopsy . ... : f . ...... . 


A1-A2 


106 


179 


12,5 


19.0 


Repair of inguinal hernia. ........ .................... 


38.2-383 


90 


107 


10,7 


11.4 


Extraction of lens , 




71 


91 


8.4 


9.7 


Local excision and destruction of 












lesion of bladder . . . ■. 


56,1-56.2 


43 


59 


5.1 


6.2 



See footnotes at end of table. 
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TaW» 41- Operation, for In patten* discharged from nan-F«d*rai •hort-.tay hsipKais, according to m, age, leading surgical 

cafegojr, and ICDA eod* United States* 1973 and 1878— Continued 

^ (Data are based on a sample of hospital records) 



Sex, age, and leading surgical category ICDA code 1 ^- Operations 

: 1973 1978 1973 1978 



r 



Female Number in Number per 1,000 

thousands population 

Under 15 years*.,. 988 813 36.3 ' " 32.7 

Tonsillectomy, with or without 

adenoidectomy 

Myringotomy "... I 

Appendectomy 6 ........... 

Dilation of urethra 

Closed reduction of fracture without fixation. ........... 

Adenoidectomy without tonsillectomy, 

1 5-44 years 3 

Dilation and curettage of uterus ........................ 

Hysterectomy 

Cesarean section , 

Ligation and division of fallopian tubes, bilateral 

Biopsy....... ' 

Oophorectomy, salpingo-oophorectomy ... .......... . 

45-64 years' 

Biopsy = '. 

Dilation and curettage of uterus ....... 

Hysterectomy « 

Oophorectomy, salpingo-oophorectomy r?, , , , , 

Cholecystectomy * 



65 years and over 3 

Biopsy 

Extraction of lens . 

Reduction of fracture with 

fixation . . ....... 

Cholecystectomy 

Excision of lesion of skin and 

subcutaneous tissue, 

Dilation and curettage of uterus, 



21.1-21.2 
17.0 
41.1 , 
57.5 
4 S2,Q 

21.3 fe 


330 
82 
44 

50 
36 
26 


185 
87 
38 
25 
32 
35 


12,1 
,3.0 
1.6 
1.8 
1.3 
0.9 


74 
3,5 
1,5 
1.0 
1.3 
1 A 




6,069 


7,025 


. 134.6" 


141.2 


70.3. 74.7 
69.1-695 
77,0-77.9 
68,5 
A1-A2 
1 67.2-67,5 * 


678 
415 
244 

295 
259 
239 


745 
406 
508 
542 
274 
257 


15,0 
92 
5,4 
6.5 
5.7 

Old 


16,0 
82 
10,2 
10.9 
5.5 
o.d 




2,920 


3,012 


130,7 


132.9 


A%A2 
70.3. 74.7 
89,1^69,5 
67.2-67,5 
43.5 


222 
297 
243 
165 
114 


255 
257 
197 
148 
113 


^ 10.0 
13,3 
10.9 
7,4 
5.1 


« 11.3 
11.3 

8,7 
6.5 

5,0 




1,504 


2,072 


126,8 


154.7 


A1-A2 
4 14.4-14.6 


122 
117 


182 
174 ' 


10,3 
9,9 


135 
13.0 


4 82,2 
435 


49 

66 


47 

71 


4.1 

5,6 J 


3.5 

5,3 


92.1-92.2 
70 3, 74.7 


38 
40 


* 57 
44 


3.2 
3,4 * 


4.2 
3.3 



'Surgical groupings and code number inclusions are based en the Eighth Revision IntemMtionmi Clsssificmtion of Diseases, Adapted for Usefe the UnitBd States 
2 Age adjusted by the direct method to the f 0 civilian noninatitutionallzed population, using 4 age intervals, 
includes operations not listed in table. 

4 Thes@ codes are modifications of ICDA cod©3 for use in the National Hospital Discharge Survey, 

^Limited to estimated number of appendectomies, excluding those performed incidental to other abdominal surgery, 

NOTE: Excludes newborn infants, Rates are based on the civilian noninstitullonaMied population, 

SQURCf ; Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data fro^h* National Hospital Discharge Survey. * 



V 



9 

ERIC 



1 R 1 




mm «nd 1B77 



' 4, ' . 



I87W 



65 



65.74; 



7W4 H)fi/s *;' 4// 



65-74 7«4 £>Nfl 
f years .yga/s and 1 - owsr " 



9 I 



Nmbif Of fiMM 

mm "* 163,100-' 384.900 ■ tasjw 1,303,103 s 177,100 ... 211,400 : 464,700 449,900 , 



100.0 ioo;o 



100.0 ' 100,0 100,0 100.0 100,0 100,0 



5M' 34> 30,2 25Q 301 44J , 381 27,5 24*2 



SS.l 


66,6 

1 


691 . 


76.1 


1 69.4 


,55,2 




72.5 ' 


75,8 


56.4 


■ N 

53.6 


48,0' , 


42.2 


47.5 


' 61.8 


. ' 88,1 


1 45 7 ■ 


41,0 


21.6 


27.3 


31.5 " 


- 341 


42.5 


28.1 


37.8 


44,f . 


48,0 


22,0 
-? 

.58.2 


19,1 
. 55.4 


20.5 

496 ... 


23.7 
42.2 


10.1 . 
33.9 


10.1 
53.6 


; 9.1 

i 

^* 

t 

43.2 


9.6 

,, 33.2 " 


11.0 
22.5 


■11.1 


16,6- 


20.4 ■ ' 


24,4 


288 


' .15,7 


21.4 


•30.5 , 


356 


24.8 


24.9 . 


253 


■ 28,2 . 


*3?.0 


25,5 


' 30.5 


> 315 


35.9 


5.9 


4| 


.4.1 ■ 


151 


5.3 


5.2 


50 


4.9 


' 61 


72.6 


70,9 


66,8 


Hi 


« 54.7 


88.0. 


62,4 


52.9 


47.8 


•0.8 


♦1.2 ■ 

•i; 
4,4 


1.1 


U2 


3.7 


3,0 


3.7 


• 4.0 


31 


2.4 . 


4.2 




9.0 


5,8 


, 6,5 


. 9.4 


11,1 


23.4 . 


. 23.0 , 


27.5 


31,9 


251 


, 16.8 


20.6 


261 


30.8 


•0,8' y 


\ *0,4 


*0.4 ,- ' 

... M 


♦0.3 


if 6.7 


6,4 ' 

1 


8,8 


6,9 


6,5 



m 41 Mining home mktofo, ecconJIrtg to Haded JyneUml tttui aPip Untied Wl97M4 and 1977- 

■ (Data are baaed ofi a sample o( nuf3ina hofms) 



Eanl 




listanct. Includes those 
who art tube or intravenously fid, . 



Not Impaired 
Firflilly impaired. . 
Severely impaired. 



'Unknown, 



Not impaired,...,.. 
Partially Impaired, 
S#y#rely inipairad, 
Co 



mm 



4/1 Undv 09- 65-74 
ages y#a/r yean 



7M4: 15 



Under p M>H 
yun pre 



65.2 
34.8 



67,0 
33.0 



68.1 
311 



66,0 
34.0 



m 

37.2 



§7,4 
32,6 



73,8 
26.2 



cars 



care homes. 



SOURCE: 0«Mn of Health Rweuress utiiiafien statistic!, National Cento to Hsiith Statu* Unpubll W data from the National Nursing Hop Survey, 



72.9 
27,1 



7544 85 years 
ytl/i and aw; 



•• ■ 53.5 : 


70,8 


62.3 


53.8 


' 45,0 


t 67.2 


81,0 


75.4 


67,1 


■..•..'..„.,,„„„ i... ,33,7 


21,7 ■ 


21,8 


33.0 


37.6 


* 19.0 


11.0 


13,4 


19.6 


10,0 : 


■ 5,0 


63 


8,9 


14.0 


6.6 


2,2 


3.3 , . 


6.1 


2.8 . 


2.7 


26 


2.3 


' 3,5 


3,0 
4.3 


21 
3,8 


2.1 
. 53 


1 2.6 
31 


tearing ; 


















< , 67.8 


88,4 


80,3 


70,0 


55,2 


69.5. 


87,8 


81.0 


71,6 


26,1 


; 9.2 ■ 


17.0 


25.5 


34-8 


21.7 


.66 


11,4 ; 


21.2 


:'. . 5.1 


16 


19 


3,8 . 


8,7 ■ 


4,3" 


'0.4 


1.9 


. 3.0 


1.0 


*0J 


' '0 8; 


0.7 


■ 1.4 


, 0.7 


.1.1 


•0.7 • 


*0j 












3.7 


4.4 


50 


38 



66.2 63.5 
33,8 36.5 



57,2 
24.1 
10,4 
3.8 
4.5 



54.9 
33,1 
8.4 
'0,7 
3.0 
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ERLC 



lb. 



J 



lies 




85 years and over, 

65-74 ytars..,,, 

75-84 years..... . . 

85 years and over,, 



1973-74? 



§5 yean and over , 
65*74 years.. .. . 
7S-I4 years,,,..,,.,. 
85 years and over., 



TaMe 41, Mining torn and pMeml em home wM 85 yean <* tn Md m mi mfcr ptr 1,660 p^imoo, accomm* to hi and 

MatM, 1«63, 1969, 1973-74, 

(Qta art based on a SMmpla of nyralng homas) 



Ceter 



7oW, 



lex 



Mali ' fsmgis. , WW 



Total 



Cotof 



%mit HMb' 



445,600 


141,000 


304,500 


431,700 


, 13,800 


25,4 


18.1 


311 


266 


80,600 


35,100 


54,550 


84,400 


. 5,200 . 


7.9 


68 


8.8 


8.1 


207,200 


65,200* 


142,000 


202,000 


5,300 


m 


29,1 


47.5 


41.7 


148,700 


40,700 


108,000 


145,400 


3,300 


148,4 


105,6 


175.1 


157.7 


722,200 


207,100 


515,200 


i 

695,000 


27,300 


37,1 


• 


46,1 ' 


38.8 


138,500 


52,200 


88,300 . 


121,500 


9,000 


116 


• IS..:' 


12.9 


11,7 


321,800 


90,800 . 


231,100 


310,900 


10,900 


51.7 


36.0 


62.3 


54.1 
221.9 


211,100 


, 64,100 


197,800 


254,500 


7,400 


203.2 


130.8 


247,6 



10.3 i 
5.9 
13,8 
41.8. 



17.6 
9.6 
22.9 
52.4 



161,500 


265,70(5, 615,100 , 


920,600 40,900 ' 


45.1 


30,2 


, 55,5 


47.3 " 


iW 


163,100 


- 65,100 _ 98,100- 


180,100 1|000 


12,3 : 


11.3 , 


13:1 


12.5 


10,6 


384,100 


102,300 282,600 


369,700 15,200 


51,4 . 


. 40.8 


71.1 


61,9 


. 30 .1 


413,600 


98,300 '315,800 


400,800 12,100 


253.7 


180,4 


290.6 


269.0 


91.4 



19773 





_ 65 yean and over,, 


1,186,000 


194,000 


832,000 


"1,059,900 


66,100 
,23,800 




65-74 years.......,....,..,,... 


,...„,. ' 211,400 


80,200 


131,200 


187,500 




7544 years,... 


^464,700 


122,100 


342,600 


, . 443,200 


21,600 




85 years and over 


.„„,„ 441,900 


91,700 


358,200 


429,100 


20,800 



47.9 
14,5 
68.0 
216.4 



includes Hispanic! ' i 

2 E?cetud^.|«idsntj In pewsnal sarehonw. I 1 

! lngiu*sfBidifiis in domiciliary can horns, 

SOURCES National Gentar for Health Statteles: Chiraetiristlea 'of residents In InrttBtiors for the aged and chronically li! Uritad St, 
Senas 12.No. I DHfW.Puh. No, (PHS) IQOA Public Health Service, Washington, U.S. Government Printing Office, Stpi. m ' 
hemes, United Statu, by D.N, Ingram, m and M\h B\m\m Series 12-No. 24. DHIW Pub, No, (NBA) 74-iTJ ' 
1974'- " 

V 



30,7 


59.7 


49.7 


30.4 


12.7 


. 15.9 


14.2 


16.8 


47.4 


80,6 


70,6 


38.6 


140.0 ' 


251,5 


229,0 


102,0 



$3*by G.S. Wundflflich, Wal$ndm!th s $®m, 
m among mim of imraing ind personal can - 
igtoa U.S. Govefnfnfnt Printing Office, Mir, 
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i are baaed m reporting by facility) .- 



1871 ml 



t 



AlLfWin, 




c Uflffe. 



FfdiFi!iy.fynd#d community mental health 
centers 



Government . 



mm 

1971 WW ctmg§' m 

mm 



552,854 
407,640 414,703 

87,000 , ra^isi 



134,015. 183,481 



19,926 552,437 
215,158 135,410, 



11,141 15,152 



11.6 


147,383 146,797 


44 


1,7 


129,133 107,117 


■17.0 


58,3 
36.8 


18,250 31,870 
51,646 123,893 


117.4 


■6,3 


182,677 25,768. 


, 139.9 
•20.1 


37.0 
36,8 


139,077.' 91,543 
' 143,600 126,222 


■28.4 
-12,1 


311 


10,156 18,155 


78,8 



484,677. 889,589 
273,358 340,953 
211,319 548,636 



197T cni/p m 
-'. 1971-7? 



159,6 
83.1 



o mddalltfs 



mm 1,588,964 - 25,2 1,378,822 4386,982 73.1 75,545 



16,554 
1,894 

4,023 



4,291 
7,272 



994 



75,900 257,34? 239.1 v'^848 876,121 161.0 21,092 



.83,5 10,842 
24.7 7,737 



2,905 
8,783 



14,530 
10,631 



13^60 
3,480 




21,149 
8,059 



ftrmf 
c/ilip 

mm 



171,118 ' 126,5 



-21 .2 

•35,8. 



3,899 , 105.9 
6,978 73*5 



14.7 
-18.9 



9,780 . 34,5 
3,147 216.6 
102,413 385,9 



98.7 
4,2 



13,090 1 350.6 
9,561 .81 



and ipldtmiDlegy, 
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Tabte 49. Nriom employed III tht hMWi Nf^ IndMiy, eccofdtng to pJec* ol employment United Stat**, 1970-79 
(Data are baaed on household! Interviews of a sample of the eMIian noninstitutionallzed population) 



, Yesr 
PIMG& of gmptoytmnt 



Total * a? 



Offices of phyticlm. 

Offices of dentists. 

Offices of chiropractors.....,...,,.... 

Hoepitais. ...... ... 

ConvaJescent InstttutJofm .............. 

Offices of other health practftlonera. 
Other health service sites ............ 



1970 1 


. 1975 


197$ 


1977 


1978 


1979 


* 




Number of persona in thousands 




4,*4q 


0,OOs 


6,122 


6,328 


, 6.673 




477 


607 


641 


677 


• 753 


755 


'222 


327 


325 


321 


360 


385 


19 


30 


27 


29 






. 2.690 


. 3,394 


3,568 


3.645 


4,781 


3,843 


609 


884 


945 


949 


1,009 




42 


60 


68 


... 75 


83 




288 


583 


548 


632 


687 


74™ 



'April 1 . derived from decennial etntia; aii otfier data years art July 1 estimates. \ 

NOTf : Totals exclude persons In fteaJth-reiated occupations who are working in nohhealth industries, as classified by the U S Bureau of the Census* such as 
pharmacists employed In drug-item, school nurses, and nurses working in private households. , . ' 

SOURCES: U S Bureau of the Census' 1370 Census of Population, occupation by industry. Subjpct Reports. • Final Report PC(2)-7C. Washington; U.S. 
aovemment Printing Office, Oct. 1972, p, 473; U.S. Bureau^of Labor Statistics: Employment and Earnings, March 1977, January 1976, January 1979, and 
January 1980. Vol. 24. No. 3, Vol, 25. No. 1, Vol. 26. No. 1, and Vol. 27, No, 1. Washington. U.S. Government Printing Office, Mar. 1977, Jan. 1978, Jan. 1979, 
and Jan. 1980, and unpublished data, 
I 
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Table 4t, NnOM if y*m of aga and over wiptoyed in M i i eted hMtfttMiaM occupational United States, 

. (Data are. baaad on household interviews of a sample of the oMIian nonirwtltutionailzed population) 

. • ;, ' Ymr : ■ . '•• \ . ___ 

1970 1 1975 1976 1977 1976 1979 



Numbmr of persons in thousands 



* Total 1 8 vAam srwi nwif 


3 103 


4 1 39 


A 14 1 


4517 


A 7^fl 


A Q*%1 
*,3g 1 


PhyaJcJana, medical and osteopathic ...... 


281 


354 


368 


4 

403 


42* 


tsi 


Dentists 


91 


110 


107 i 


105 


117 


131 


Pharmacists, 


110 


11§ 


123 


138 


. 138 * 


135 


Registered nurses. 


830 


935 


999 


1,063 


1,112 


1,223 


Therapists.......,.......................;.......... 


75 . 


157 


159 


178 


189 


- 207 


Health technologists and ^technicians . .......... 


260 


397 


436 


462 


498 


534 


Hearth administrators . I \ , , , .......... . 


84 


152 


162 


175 


184 


185 


Dental assistants .................................. 


88 


126 


122 


123 


130 


134 


Health aides, excluding nursing.,.,. 


119 


211 


229 


234 


£70 " 


281 


Nursing sides* orderlies, and attendants^ 


718 


1,001 


1,002 


1,008 


1,037 


1,024 


Practical nursea 


237 


370 « 


381 


371 


402 


376 


Other health-related occupations 2 . . .. ... 


210 


237 


253 


257 


254 


290 



• Based on the 1 970 decennial census; ail other years are annual averages derived from the Current Population Survey, 

^Includes chiropractors, optometrists, podiatrists, veterinarians, dietitians, embalmefs, funeral directors, optlclans,Wens grinders end polishers, dental lab 
technicians, lay midvyivea, and riealth trainees, 

NOTE: Data were compiled by the U.S. Bureau of the Census from the Current Population Survey. These data differ from those published by-fte National Center 
for Hearth Statistics in various editions of Health Resources Statistics, because the latter are derived from a variety of sources. 

SOURCES: U S. Bureau of the Census: Census of Population, 1970, Detailed Characteristics. Final Report POl^Q). Washington, U.S. Government Printing 
Office, Feb, 1973; U.S. Bureau of Laoor Statistics: Employment $nd Earnings, January 1078 t Qanuary W79> and January 19B0 i Vol, 25, No*^, Vol. 26, No. 1, and 
Vol, 27, No. 1 . Washington. U.S. Government Printing Office, Jan. 1 978. Jan. 1 979, and Jan, 1 980, and unpublished data. 
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Tabf* 47. Professionally mm** physicians (M.D '» and D <>'•), according to type of physician, and number par 1Q.OO0 
population: United State* and outlying U.S. area*, selected 1SS0-79 estimates and 1980, 1985, and liSO projections 



(Data are baaed on reporting by physicians and medical tchools) 















Typo of physician 




ProfetBtsionsiilv 

* 1 Ul BJJli^l IBff jr- 


.... „ 


4 

V 




( 

Year 




Total. 


Doctors * 

Or 

JTWQfQinm 
(M*UJ 


Doctors 

Of 

osteopathy 

(U.U.J 


SOtlVB ' 

physicisins 
oar 10 OCX) 
population 














NuiTiBGf of physjolans 






1950 










219,900 


209,000 


10 v 900 
12,i00 


14.2 


1960../:. 










259,500* 


247,300 


142 


1970.,... 










... 323,200 


311,200 


12,300 


15.5 


1971,., 










334,100 


322,000 


12,100 


15.9 


I W* £ 










. , , * . 4#g,UUy 


,4UU 




16:3 


1973..... 










350,100 " 


^ 337,000 


13,100 


16.4 * 


1974. ... 










362,500 


348,900 


' 13,600 


16,8 


1975... 






........ 




376,600 


.. 364,500 


14,10) 


174 


1976..... 








" \ ' 


"■0,600 


'376,100 


14,700 ; 


17.9 


1977 .... 








395,200 


380,200 . • 


15,400 


17.9 


1978 . 










419,520 


403,420 
416,700 ' 


16,100 
16,900 


18.8 
19.3 


1979...,, 










433,600 


1980...,, 










- ■, 444 S GG0 


429,800 


17,700 


19.7 


1985...... 










..... 519,000 


500,570 


23,200 


219 


1990..,,, 










..... 594,000 


566,500 


29,900 V 


23,9 



1 



NOTES: The population for selected years 1950-79 includes residents in the 50 States, District of Columbia, and civilians in Puerto Rico and other U.S. outlying 
areas; U S citizens in foreign countries^ and the Armed Forces in the United States and abroad, For 19S0, ISM; and 1990, the Series II projections of the total 
population from the U.S. Bureau of the Census are used. Estimation and projection methods used are from the Bureau of Health Professions, The numbers of k 
MD:s differ from American Medical Association figures" because a variant proportion of the physicians not classified by specialty Is allocated into the totals. 

SQURCfS: Bureau of Health Manpower: A Report to the President ano* Congress on the Status of Health Professions Personnel in the United States, D HEW 
Pub, No, (HRA) 7M3. Health Resources Administration, Hyattsville, Md.. Aug. 1978; Division of Manpower Analysis, Bureau of Health Professions, Supply of 
Manpower in Selected Health ^Occupations, 195Q-1 §90, HRA Pub. No. BQ-3S. Health Resources Administration. HyattsviHe, Md., Jan, I960* and selected data 
from Manpower Analysis Branch; U.S. Bureau of the Census: Current Population Reporm, Series P-25. Nos. 336. 603, 704. 731. and §03. Washington. U,S. 
Government Printing Office, Apr, 196€. July 197S, July 1977, Sept, 1978, and June 197S. and unpublished data. 
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Tafate .M. Ptiy*ld*n» (M.D/e), aceerdlng to •cttvtty: UnM Stale*, utogM y»err 1970-78 
(Data are baaed on reporting T5y physieiana) 



Activity 












1970 


197$ 


f$76 


H 1977 


W78 


Doctors ; of = medicine » « , s , * 




Number of physicians 
388,626 404,338 


Ai &flA£> 


.* 


- * . * * 
Professionally active physicians ........................ 


304,926 


335,608 


f . 
343,876 


009,010 




Non-rederal . * . , . e * s * . * » * * ; . ■ . 




309,410 


318,089 


440,003 


Jail, jyu 


Patient care i,., „ y ; ,,„.„., 




285,345 


293,152 




j^£,OqO 


Office-based practice i . , 


. 187,637 


211,776 


213,117 * 




AtJt ,Of 3 


General * practice 1 


50s41 5 


45,863 


45,503 - "" 


44,04o 


i j gin 


Other specialty 




164,913 


167,614 


i Qjj gen 
1114,000 


1 Kj*f££ 


Hospttai^based practice ,,,,,,,,,, 


00,141 


73,569 


7*9,035 * 


0w,064 


SO, / ©4 


Residents 2 ± » 


40iO1.4 . 


53,150 


58,482 


PO,y 1 f 




ill tiffia hrt*r-iit;il staff 


1 Q £57 = 


2d,419 


* 20,553 


l4? 


23 898 ^ 


Other professional activity 3 


£0,Ur r 








£?,000 


Federal. , 


cp,U/ I 


, 26,198 


25,787 




1 a acq 


Patient car© ... 


20,566 


22,325 


22,086 * 


15.774 


15,777 


Office-baaed practice .................. . . 


2,819 


1,841 


1,652 , 


- 902 


865 


General practice 1 . s ,. s ,,<.,,,,,,,.,.,.,..,,..... . 




fc 557 


519 




£«3 1 


Other specialty ... ^ ..*.........*.»....<.».*...< . 


1,3 1*3 


1,28^ 


1,133 






Hospital^aaed practice ...... : , , .......'.A...... . 


17,747 


20,484 


20,434 


14.872 


14,912 


Residents 2 ..................... ..... . . 


.■■ * . 5,173 


4,089 


3,934 


3,527 


3,297 


j,'::; 1 ! Full-time hospital staff ........................ 


12,574 


16,395 


16,500 


11,345 


11,615 


Other, professional activity 3 .. .......... ...... 


5,505 


3,873 


> 3,701 


3,138 


3.176 


Inactive physicians, 


19,533 ; . 


* 21,360 


22,024 


28.231 


26,698 


Net classified*..... "... 


367 


25,790 


29,681 


17,953 


25,102 


Unknown 5 - . ' — 


3,204 


5,868 


8,757 


10,946 


9,291 


1 Includes general practice and family practice. 1 
^Includes Interns and residents, ail years. . * 

includes medical teaching, administration, research, and other, ' 
♦Information not available. ^ , 

^hysioians with unknown address; - , ; 1 
NOTE: Federal and non-Federal doctors of medicine (M D 's) in the SO States and the District of Columbia are included, ' 



SOURCIS:, Haug, J,N,. Roback, G.A , and Martin, p,C.: Distribution of Phy^eimmln fhe UnlM Sfafes, 1pm Chicago. American Medical Association, 1971. 
(Copyright 1971; Used with the permission of the American Medical Association.); Goodman, UJ, r and Mason, H.R.: Physician Oistrihution and Msdlcai 
Licensure in the U.S., 1975> Chicago, American Medical Association, 19m (Copyright 1976: Used with the permission of the American Medical Association.); 
□oodman, L J : Physician Distribution and Medtoa/ Ucensurs in the U.S.; 1976, Chicago, American MedlcaJ Association, 1S77. (Copyright 1977: Used with the 
permission of the American, Medical Association.); Department of Statistical Analysis: Physician Distribution and Medical Licensure in the U.S., ?£77;Chicago. 
American Medical Association, 1§79, (Copyright 1971: Used vwth the permissien of the American Medical Association.); Department of Statistical Analysis: 
Physician Distribution and Medlcai Licensure in the U S., 197$. Chicago. American Medical Association* i960, (Copyright 1980; Used with the permission of the 
American Medical Association.) 



Tab* 49, Prof**«!ott*fly actht phyvtolMi* (M.O.'i) ( according to prinwy ftp«cl«Hy: United Sfrte*. Ml*€M ywni 1070-78 

(Data are based ofl reporting by physicians) 



Fhmmhy bprncimity 



1970 



1975 



1976 



1977 



1976 



Nymtmr of physicians 



Professional ly .jic t i physicians. 




335,608 


349.87© 


359,515 


371 s 343 


Primary car# ...i.- , 


'115.505 . 


128,745 


134,051 


139,248 


141,610 


QanerD' practice 1 


56,804 


53,714 


* 54,631 


54,361 


55,414 


IntemaJ medtaffi©.... s . t '. 


* 41;196 


53,712 


57,312 


61,278 


62,056 


Pediatries , , ,■„„, 


17,505 


21,319 


22,106 


23,609 


24,140 


Othtf rtfedleal specialties . . . 


17.127 


18,743 


. 18,702 


19,656 


22,277 . 


Dermatology ..........=.,...'.,..........■.,..;'..,.,.... 


3.937 


4,594 t 


4.755 


4,844 


5,032 


Pediatric allergy. .. . . ..... .......... ............. 


3 318 


439 \ 


469 


486 


431 


pediatric cardiology ..;„,_.=,.. 


471 


527 \ 


I 537 


563 


^575 


Internal medicine subspecialties 2 


12,331 


13,183 . 


V 12,941- 


13.764 


16,239 


Surgical specialties 


84,545 


94J76 , 


, 97>I16 


100,059 


101,216 


General surgery ; . .' , . . 


.29,116 


31,173 


31,899 


. 32,01^ 


31,699 


Neurological surgery..?. .. ........ 


2,537 


' 2,898 


2,959 


3,049 


3,071 


Obstetrics and gynecology 


18,498 


V2L330 


K 21,908 


23,038 


'* 23,591 


Ophthalmology. ......... 


9,793 


11,011 


11,326 


11,483 


11,798 * 


Orthopedic stirgery , . 1 . : , 


9,467 . 


11,267 


11,689 


12,223 


12,553 


Otolar^poiogy 


5,305- 


5 P S70 


5,788 


5,910 


6,040 


Plastic surgery ;. ,\ 


1,583 . 


a,a?4 


2,337* 


2,509 


2,610 : 


Colon and recta! surgery .", , 


^ .663 


655 


667 


652 ; 


673 


Thoracic surgery ............. 


, 1,779 


1,§60 


2,020 


2,131 


2,025 


Urology. ............. 


5,704 


6,588 


6,823 


7,050, 


7.156 


Other specialties 


' 87,749 


93,344 


,93,707 


100,552 


- 106,240 


Anesthesiology 


... 10,725 


'12,741 


13,074 


13,815 


14,137 


Neurology . . .V. .......... , ... 


..: \ , 3.027 


4,085 


4,374 


4,577 


4,873 


Pathology .......... 


' 10,135 


11,60^ 


11,815 


12.260 


12,517 


Forensic pathology , 


193 


186 


203 


208 


232 


Psychiatry 


, 20,901 


23,683 


24,1.96 


24,689 


25,379 


Child psychiatry ........................................ 


2,067 


2,557 


2,618 


2,877 


2,897 


Physical medicine and rehabilitation . 


1,443 


1,615 


1,665 


1,742 


1,851 


Radiology ...... /. ................ 


10,380 


11,417 


11,627 


v 12,052 


11,495 


Diagnostic radiology :A\ 


1 1,941 


3,500 


3,794 


4,236 


5,388 


Therapeutic radiology , . ... „, ......... 


, .'; , 855 ' 


1.161 


1,202 


1,305 


1,389 


Miscellaneous 3 . .' 


28,082 


20,796 


19,139 t 


22,783 


26,082 



'includes general practice ana family practice. . ' •> \ *, 
includes gastroenterology, pulmonary diseases, allergy, and cardiovascular diseases, 

'includes occupational medicine, general preventive medicine, aerospace medicine, public hearth, other specialties noj listed, and unspecified specialties, 

NOTI; Active Federal and non-Federal doctors Of medicine (M.p.'s) in this 50 States and the District of Columbia are included. Physicians not classified, inactive 
physicians, ,inO physicians with unknown address in the Ignited States are excluded. For 1978, this includes 25,1 02 physicians not classified. 26,691 physicians 
inactive, an r; » *#hy3lcians with unknown address. * " '. ^' 

SOURCES: Haug, J N , Robaok, G A . and Martin, B.C.: Distribution of Physicians in the Unified Sfafes, 1§70 Chicago. American Medical Association. 1.971. 
(Copyright 1971; Used with the permissiort of the American Medical Association.); Goodman, L.J., and Mason, M;R: Physician Distribution and Medical 
Licensure in thm U.S., 1975^ Chicago. American Medical Association^ 976, (Copyright 1976: Used with the perrriip^n of the American Medical Association,): 
Goodman, L.J,: Physician Distribution and Medic&i Licensure in the U.S., ?976. Chicago, American Medical Aydciation, 1977, (Copyright 1977: Used with the 
permission of the American Medical Association ); Department of Statistical Analysis: Physician Distributiotytfnd M&dicat Licensure in the U.S., 7077. Chicago, 
American Medical Association, 1979, (Copyright 1979: Used with the permission of the American Med^S Association j; Department of Statistical Analysis: 
Physician Distribution ana Medina! Licensure fh the 1978, Chicago, American Medical Assoc! ation^feso, (Copyright 1980: Used with the permission Of the 
American Medical Association.) . * 
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TabW 50. Active non-Fadaral physicians tf$0.'s) par 10,000 civilian population, according tomographic region, prhnary . 

# spaclaity,' and -activity: United States, 1073 and 1078 - " ' /f 

■" " j[ " " ' ' ' ■ ' ■ ■ 

(Data are based <on reporting^ by physicians) 



Year, specialty, and activity- 



United 
States 



Geographic region 



North- 
east 



* Atortn 
Central 



South 



West 



1973 



Total* 



Patient care ....... \, 

Office basefl . ! 

Hospital based 
Other professional activities 2 



Primary car© 3 . 



Patient ear© 

Off Ice ha^sed 

Hospital based . . , , ; . '. 

Other * professional activities 2 



Other medical specialties 4 



Patient care 

pAice based .-. 

Hospitai based, . , 

Other professional activities 2 . 



Surgical specialties 5 



Patient care 

Office based ......... 

Hospitai basad 

Other professional activities 2 



1978 



Total 1 



Patient car© ...... 

Office based 

Hospital based . ; ........... . 

Other professional activities 2 



Primary care 5 , 



Patient care .......... 

Office based 

Hospital based 

Other professional activities 2 . 



Other medical specialties 4 

Patient care , ' 

Office based , . . 

Hospital based; 

Other professional activities 2 . . 

See fo.otnQf a! ^ndfSf jj^ble 



Number of . physicians per 10,000 civilian population, 



14.8 , v 


19.0 


12.8. 


12.3 


* 16.9 ; 


. ' -.. 
13.0 


163 


1 1 .4 


10.9* 


14.9 


■ >, 9 5 


10.7 


8.2 . 


8.3 


11.9 


"3.5 ', 


5.6 


3.1 


2.5 


"> 3.0 


j.2 


1.7 


0.9 


0.9 


1.3" 


* . 












6.7 


4.9 

• • 


AS 


' . . : 6.3 


5.1 


6.2 


4.7 


4.3 


5.9 


4.0 ' 


4.4 


37 


3.5 


4.9 


1.2 


1 .8 


1 .0 


0.8 


10 


0.3 


0.5 


0.2, 


0.2. 


0.3 












0.7 


1.0. " 


0.6 


0.6 


6.9 


0.6 


0.9 


0.5 


0.5 . 


. -m *o.8 v 


0.6 


0.7 . 


^ 0.4 


0.5 


Y 0.7 


< 0.1 




v 01 


0.1 


* 0.1 


_ 0.1' 


0.1 


. 0.1 


0.1 


1 0.1 * 


4.1 


4,9 ^ . 


3.fr 


,3.7' 


^ 4.6 












3.9 


4.7 


3.4 ' 


3.6 


4.4 


3 0 


3.4 


N 2.5 : 


2.8 


3.7 


*7 0.9 


t-3'. 


^0.8 


08 


0.7 


f . 0.1 


0.2 


0.1 


01 


.02 












17.4 


21.5 


15.2 

— — 1__ . 


15.3 


19.4 - 


14.9 


. 17.9 


13.1 


■13.2 


16.8 


10.9 


12.1 


9.5. 


1 .0 


1 3.4 


4:0 


5.8 


3.6 ' k . ; . 


3.2 


' 3.4 


1,4 


2.0 # 


1.1 


' 1.1 




; 6.2 


7.4 


5.7 ^ 


5.4 


6.8 


5.8 


6.8 


5.4 ~ 


5.1 


* 64 


4.3 


4.6 


4.0 ' 


3.8 


- . 5.1 " ' 


1.5 


2.1 


1 .4 .. 


1.2 




0.4 


0.6 


0.4 


0.4 


I °* 


1.0 


1.3 


. 0.8 


0.8 




p. 8 


1.1 


.0.6 ' 


0.7. 


ffV 1.0 ^ 


0.7 A 


0.9 


0.6 


0.7 


' 09 


0.1 


0.1 


0.1, 


0.1 


0.1 


0.1 


0.2 


0.1' 


0.1 


0.1 [ 
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Tab* 50/ Active MthMml P^ (Mfi) pir 10,0*0 civilian popylfUofi, amrting lb olograph* region, p*lm*rv 

specialty, and activity: United States, 1171 and 1» 78— Continued ' 



(Data are baaed on reporting by ^physicians) 



* V©W spmaistty, and activity 



United 
Stmtm 



% Gmographlc, region 



North- 



Surgical specialties* 

Patient care .................. 

Office based ........ ,. i4 ... 

Hospital based 
Other professional activities 2 



North 
Cmtrml 



South 



West 



4,5 

4.3, 
34 
1.0 
0.2 



Number of phy&fcimns p#r 1 0,000 civilian population 
\ 5.2 , 3.8 4.2 



5.0 
3.7 
113 
0,2 



3.7 

0.9 

4 0.1 , 



4.1 

3,3 
0J 
*Q.1 



4,9 

4.7 
4,0 
0.3 

0,2 



active no^^ ' 
.*!n^udes medical teae&ingi a^^ - "••.*•* 

^includes general practice, internal medldne, and pediatrics, = 

*lnc|^dermatQl W pediatric ^ . . 

Hndyj^ o^^ogy, 0fthop#dle ^ ^ ^ ^ ^ rectal 

SOURCES: Roback, GA: Distribution oiPhysimns in the U S:. 1973. Chicago, American Medical Association, 1 973. (Copyright 1974^ Used with the permission 
of me American Medical Association.): Department of Statistical Analysis: PhysiMn Distribution and MvJkal Ucensure in Me US. iifft Chicago African 
Medical Association,^©. (Copyright 1980: Used ytfth the permission of the American Medical Association,); -UA Bureau of me Cer^^ Popuiat^n estimates 
and projections, Current Population Reports. Series p-25, Nos. 727 and i6S, Washington. U.S. Government Printing Office July 1978 and Nov 1979 
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er|c 



1 




o4 h*«Jth pmMskm md numW of »chooU f •rordlng to prefMsJan- Unit** 

J 18SH§ trtraatep wid p§W «nd 1SW3 projection* * 

. (Data W#J>ased an reporting b^hoattb professient pchaoii) 



' ; i 

1900 

1960?.,,. 
197D..... 
1975 
1978 ... 

1980, 

1990,/... 



Protemion 



Year 



Medicine 



Osteopathy 



Dentistry 



5J553 


» * . 373 


71081 


427 


8,367 " 


- 432 


1 £.71 4 


702 


1^393 


963 


15.346 


1,029 


77,604 


1 t 686 



Optometry 



Number of graduates 

i . ' : s - ■■- t 

• 2,565< ^ 
■ 3,253 * 
' ' 3.V49 
■. 4,969 
5,324 

1 ^.380 

; 5,460 * 



961 / 
364/ 
445/ 
80f 
1,011; 

.1,04^ 
1.04fe 



Pharmaoy 



3,497 
4,758 
6,886 
7J85 

6,900 
.6,900 



1950, 
I960; 
-1970, 

1978 

1980. 
1990, 







Number of stfhog/j 






79 


6 #i 


- 42 


ho 




86 


6* 


■* 47 




76 


103 


7 * 


53 


•11 


74 


114 


9 


59 


12 


73 


124 


* 

,14 


50 


: 13 


72 


,124 


14 


60 * 


/ 13 


72 


124 


14 


60 


I 13 


72^ 



3URCES: Bureau of Health Mspf^wsf; 4 Report to the Prosiderk And Congress on the Status of Health Professions Personnel in the United States DHEW 
Pub. No. (HRA) 78-93. Health Resources Administration. Hyattsvil/e, Md, Au<g, 1S7S; Division of Manpower Anslyiia, Bureau of /Health Professions: §upplyof 
Manpower in Selected Health Occupations, 1§5Q*\99& HRA Pubi No. 8043. Health R^ourcM Administration, Hyattsvljle, Md./Jan. 1080, and selected data, 
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: ' . , ■ . : * : - ^ 

Table Hi' Pro**s*Jon*lry tctfve pftyatelafta <M,D/»), according to primary apaelalty: United Hmm and outlying U«S» mas, 1f7S 
/ . md'lSTff Mfmatea and 1980, lMf P and 1&S0 project*™, 

; ■ : y (bate are based on reporting by physiclana and m edical aehTOls) 

Primary specialty , , '*'* aT ' • . ^ 

? . W5 * fSSO' 7 gas 19& o 




f \ . ( • » = _y ^Number of physicians 

364,480 41 6,680 4g6,35Q 500,570 568,50q> 

, ^ V .;..,'',;,.. J V/' 139,920 157.480 . 168,670 > .203.48S 240,500 

41,190 

1221 50 130,000 
156,810 



Other medical specialties... ....... ........................ 20,360 31,950 * 24.520 33.820 

Surgicalspecfalties. 102,840 109,260 \ 113,820 



Other specialties.. ............. ....... ...... ......... 101,350 117,990 119,340 » 141,120 



'Include* general practice, family practice Jnternal medicine, and pediatries, 

NOTt; f station and projection methods used are from the Bureau of Health Professions, Health Resources Administration. These data differ from American 
Medlcal'Asa^totlon data because a v£ri 

SOURCE S: Bureau of HeaJtn Manpower: A Report to the Pre^dent and Congress on the $ tmtus of Health Professions Personnel in the United States PHEW 
Pub. No, (HRA)78-93. Health Resources Administration, HyattsvUle, Md., Aug, 1978; Division of Manpower Analysis, Bureau of Health Professions- Supply of 
MMnpQwer in Selected Heanh Oceufiam Md Jan igso and selected data 
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-Table 53. Sftert^sy hoeptteJe and teds, merging te type of heapttal and ewMfth!^ UnNfd SMm, 1173 and 197i 

* f (Data are based on reporting by facilities) 



Year and type 



All 
short- 



Community hospitqls 



All other hospitals 



- pf ownership 




















hospitals 


Total 


General 


Specialty Total 


General 


Psychiatric 


. Other 


■ a . 

s 1i73 








Number of hospitals 


- -X 




All hwnArshif^l ft 

WW! 191 Slll^^p » * » r 


6,71 1 


V 6,132 


5,994 


138 


579 


432 


106 


41 




















Government- 


. . . . . 2.255 


1,818 


1 ,802 


16 


437 


407 


si 


Q 

9 


Federal ........ . . — . . . . 


. . . . . J4o 








346 


345 




T 


State-local ... . — 


J ,909 


1,818 


1 ,SU£ 


16 


" ' 91 


62 


91 

£ 1 




proprietary i i . i 


jo 1 


BOO 


AIT 


: 41 1 


, 73 






24 


Nor^proflt.. ...... .v.. ................... 


3,525 


3,456 


3,375 


"t 


f . 6»: 


25 


36 


8 


1978 


















nil OWMOf i ...... j. ................ . 


6,595 


5,992 


5.850 


142 


6034 * 


396 


IN 


54 


Government. . .i 


..... 2,251 


1,819 


1,798 


21 


432 


f 376 


43 


14 


Federal. . 


.. .. . * 332 








332 i 


! 330. 




2 


State-local 


1 ,91 9 


' 1,619 


1 ,798 


21 


UP.. 


45 


43 # . 


12 • 


Proprietary ...... 4 i ............................ . 


Qrtt 

... .. 509 


79 1 


Too 


35 


9* 




DO 




Nonprofit 


3,459 


3,382 


3J96 


86^ 


77 * 


21 


42 


14 


i 1973 




#- 




Number of beds 








nil Qwnerariips k , . * = k .............. * = « . « 


. , 1 ,034*422 


S2o\793 


916 048 


. 10, 745 


107,629 


96,361 


8,949 


2,31 9 


Government. . r . . r 


..... 309,300 




207,368 


2,252 


99,680 




J,00b 


1 iUwQ 


Federal, ._' 


. .... 92,361 








92,361 


91,845 






State-local 


..... 216,939 


iAn con 


207,368 


2.252 


7,319 


3,734 






Proprietary 


.... 74,133 


69,905 


68,31 4 


1,591 


4,228 






1 Ai ^ 


Nonprofit . ... .. ; 


..... 650,909 


-84.7.266..-. 


#40,366. 


6,902 


3,721 


782 


2,526 


/411 


197^ 


















All ownerships 


1;100,368 


987,490 


974,011 


13,472 


112,878 .„ 


89,308 


19,742 


3,828 


4 < ■ v 

Government.. 


.... 31§,43b 


212,773 


209,317 


3,456 


102,660 " 


88,717 


11,807 


12,136 


Federal. .............. . v i ................. ^ ... . 


88,847 








86,847 


85,897 




^950 . 


State-local ............... ................. , 


228,586 


212,773^ 


209,317 


"3.456 


15,813 % 


2,820 


11,807 


1,186 


Proprietary 


j 91,018 


85,375 


83,609 


1,766 


5,643 




4,708 


935, - 


Nonprofit ............................. : ........ . 


..... '\ 693,917 


669.342 


681,Q£2 


3,250 


4,|75 


591 


0,227 


757 



NOTE: Community hospitals include ail non-Federal short-stay hospitals classified by the American Hospital Association according to one of the following 
services: general medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general: 
children's eye. ear, nose. Bnd throat; children's rehabilitation; children's orthopedic;. and children's other specialty. 1 - % \, 

l ' SOURCE; Division of Health Manpower and Facilities Statistics, National Center for' Health Statistics:: Data from the National Master Facility Inventory. 
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54 . Gmmmmft hoeplUJ b«d« par 1.000 population and mmge annual rate df change, according to geographic 
* ^dgt *nd Sta^^ Unfad Strtsi, >al»ct»d ift4^78 / 

:■ ,- . ; ." \ r/ -^./V -■ " ^ ^ " (Dajta are* based on reporting by facilities) . _ " 



Geographic '•- 
division and Stmts 



Year 



Pmfiod 



1950? 1960* * 1970 



1975 



1977 



1978 



1$40- 



1960* 

70* 



1970* 
s7& * 



1Sfc 
. 78 



States-^. 



. Gommuhjty hospital bedrf*per 1,000 population* 

33 . 3.6 4.3 ,46 * 4.6 4.6 



New England . . .... ; . , 




* ,<2 ' 


' 3,9 


- « ' -- ; ' 
Maine, .. , V. ........ . 


■/■ 3.0 


• 3.2 


3.4 


New, Hampshire , 


4,2 


4 2 


4.4 


VeYmont ^ 


* 3,3 


4;oV - 


4,5 


Massachusetts, . i .r,, , J\ , 


5.1 


4 8 


4.2 


Rhode island*. 


3,9 




3,7 


uonnectieut i ........ 


3.7 


3.6 


3,4 


Middle Atlantic .......... 


3.9 


- 3.8 ; 


4,0 


New York*. .............. 


4.3 


*4.1 


4,3 


f>ftw jersey ; . . * ...... ............ 


3.5 


3,2 


3,1 


. Pennsylvania .......... ..... 


is 


3,8 


4.1 


casr Nortn uentrai. 


3.2 


3,2 


3.6 


Ohio 


2,7 


2,9 fe 


3.4 


Indiana .......................... 


.2.3 


2.6 


3fl 


Illinois. ........................... 


3.4 


' 3.6 


4,<f 


* Michigan ....... ........ 


4.0 


3,3 


3.3 


Wisconsin 


3 4 


3.7 


4.3 


West North Central ....... 


3.1 ' 


3,7 


4.3 


Minnesota -- - - *- 

................ „ . . ^. . 


3.9 


4.4 


A A 

t,9 ■ 


Iowa ................ ^ . . , . , ^ 


2.7 


3.2 


3.9 


Missouri ........... 


2,1 


3,3 


3,9 


1 North Daftota , /. 


3.5 


4.3 


5.2 


\ South^SRota. .................. 


2,8 


4,4 


4,&, 


INebra^ka.. ...................... 


3.4 


4.2 * 


4.4 


iClnsss .......................... 


2.8 


3,4 


4.2 


South Atlantic ............. 


\ 

2.5-- 


2,8 


3i 










Delaware 


4.4 • 


3.9 " 


3,7 J 


Maryland 


3,9 


3:6 


3,3 


District of Columbia ........... 


6.5 


5.5 1 


5.9 


Virginia . .. . ... ^ ...... i ........ .. 


2,2 


2.5 


3,0 


West Virginia " , 


2,7 


3.1 > 


4.1. 


North Carolina.., ....j. ......... 


2.2 .. 


2,6 


3.4 


South ^Carolina 


18 


2,4 


2.9 


Georgia ........... 


1.7 


2,0 * 


2,8 


*. Florida.. 


2.8 


2,9 


3,1 


East South Central ....... 


1 .7 


^1 


3.0 


Kentucky .\ . . . . 


1.8 


2,2 


3,0 


Tenn^see , .>rf. 


1.9 


* 2,3 


3,4 


Alabama, ................ ..„"..."». 


t.5 


2,0 


2,8 


Mississippi ,,,,, ........ 


1.4 


1.7 


2,9 



4.1 

4 J 

4.6 
4,5 
4,4 
4.0 
3,4 

4U° 
4,6 

4,7 

4,4 



4.2 

4,7'; 

42 

4.8 

4 6 

3.8 

3.5 

4.6 

4,7 

"4:0 t 

4.7 

4s7 



4,2 

4,8 
4.0 

4.7* 
46 

3,7 

Us 

4,6 

4.7 
4.1 

4,8, 

4,7 



4,2 

44 

4.0 

4,6- 
4.5 

3,7 
3,5 

■4,6 

4,6 
4,2 
4,8 

4,7 




AvQraye annual rate of change 



P-6 


1.8 


* 1-4 




-0.6 


0.5 


^5 




0,6 


• 3*3 
i ■ 




0,7 


0,2 


\o:d 


1.Q 


^1,6 


.1.6' 




1,3 


-1.4 


-1,0 


0.5 


0,9 


^0,7 




n a 

- w,o 


i n 

"1 iU 




>Q,4 




" 06 




.< o,1 




HQ* 




';':'= - 


0,7 


0,4 


-0.7 


^0,6 


1.5 


2,1 


1,6 


f 0.8 




* 


0,7 


0,6 


* 2.0; 


1.3 


=- 


"1.2 


2,1 


1,8 


0,7 


1.5 


- 2.6 


1,9 


0,8 


0 8 


1,6 


08 


0:7 


-1.0 


27 


0.9 


^-0,7 




1,9 


-0,4 




1.6 


2,9 


0.3 


0.6 


1 n 


i 






1 9 

I ,5? 




1 A 


"I -1 


1 ^ 






1 (1 

I o 




3,7 


-0,3 


2,0 


5,4 


2,2 


0,4 


". - _ 


1)3 


3.5 


-0,3 




2,0 


2.5 


i.1 


0.6 


1.4 


1.9 


1,5 


1,5 






■1 * 1 . 




-0,8 


^0,6 


0,6 


2,0 


0.4 


2,3 , 


t0,8 * 


0,9 


1.6 


2.1 


2,1 




2.1 


2,8 


1,4 


-1.2 


2,2 


1,1 


1.0 


1.6 


2.4 


2,5 


1,1 




2.5 


3,1 


3,0 


1,5 


0,5 


3,6 


2.2 


,1.3 


2.9 


3.9 


2.2 


1,3 


2.6 


>2.9 


1;6 " 


0.8 




3.3 


2,8 


0,6 


3.2 


4,4 


2.i 


1.3 


3,7 


4.3 - 


2,2 


2,0 



See footnotes at find of table. 




Tabto §4. Community 



twd* par l.OQO population and average annual rat* of change aomdlno to olographic dtvUkxi 
and iate UnlW MtN, — lect+d yaara tft40-78~Conflnu*d ^ : it<\ \ > ; * 

\ (Data are based on reporting by tacilrtlts) , - • _ . 



s 1 Ik, r* 1 =■ - : " 

> - f4i\Asirtn ami Statm 

. U/rrs5f Cr f cffTW wisib 

• i " • , •■. 










Ymr 




' ** ■ 


4rrr' 








; TIP40 1 


f 




1970 


1975 

mm 


1977 


1978 


1940- 




1970- 
75 


78 

i 








Community hospital beds per 1,000 popuiatidrfi 




Av0rmg$ annum! rats of ohange 


West South Central ,,,,, 


■ 


2.1 






4.3 


4,7 


4,7 


4.7 


2,3 


27 


1.8 ' 




Arkansas ...... - ; . ,', . . : 




• = 1 .4 


1.6 


1 2,§ 


V 42 


4,6 


4 8 


4,9 ' 


3.7 


38 


1,8 


2,1 


Louisiana , , ,\ 




^ i 


3.8 


j 3.9 


4,2 


4,7 


4.7 ; 


4.7 V 


1,2; 


0.7 


2,3 




Oklahoma ......... -.1. — . ... 




l .9 


2.5 * 




4,5 


4.8 


46 ■ 


4 6 




*S,9 


'HA 
U.4 




Texas ; , y W« ..- . : — 




2.0 




3.3 


4.3 


4,7. 


4,7 -. y 


' 47 " 


2.5 


2,7 


1.8 




Mountain . ... ... . . . j. r , . ! . - . . 






' ^ a 




4,3 


4,0 






' -0;1 


: 2,1 


-1,4 


-0,8 


Montana *\ :1 , j . 




A Q 


5.3 


5.1 


5,8 


5.2 


' 5,1 


5.7 


0,2 


1.3* ' 


-2,2 


3,1 


Mefio''^.:.;.......;...^^...... 




2.6 


3,4 


3.2 


£0 


* 3,9 


3.9 

_.. 


3,7 


,1,0 


2,3 , 


-0.5 


: -1.7 


Wyoming . . . '. ...... 




' 3.5 


3,§ 


4,6 


5,5 


. 4,5 


' 4.2 


3,9 


1.4 


1.6 


-3,p 


^4,7 


Colorado ...................... 






, 4,2 


3.8 


46 


4.4 


\ 4,4 ; 


4 2 


-0*1 


1.9 


■• -0.9 


-1 ,5 


New Mexico. , . . . 






2,2 


2,9 


3.6 


3.4 


3.2 


3,2 


0,4 


* 1,9 




^2.0* 


Arizona .......... , , . , . . ~ -. 




3.4. 


4,0 


3,0 


4.1 


3,8 


3.8 


0.0 


=0,6 \ 


3.2 


-1,5 




Utah t . > .„ 




3,2 


29 


2.8 


36 


3,2 


3,1 




J *0,7 




-2.3 




Nevada 






4,4 




4.2 


4.3 


4.1 


4.1 


-1 ,2 


0.7 


0,5 


-1.6 


Pacific ........... 




4,1 


3,2 


3.1 


3.7 


3.9 


3.8 


3.6 


=1 :4 


1.8 


.1,1 


-2,6 


Washington ............ U..,.. 




3,4 


3,6 


3,3 


3.5 - 


'* 3,4 




3,2 


-OA 


0 6 


-0,6 


-2.0 


Oregon 






11 


3.5 




*3,9 


3,8 


3.6 




1.3 


-0,5 


-2.6 


California . . A . =. . . \. . . . ,.' I . . . . : . . 




4.4 


# -3,3 ' 


. 3.0 


3,8 


4.0 


3,9 


3,8 


^1,9 


2,4 


1.0 


-1.7 


Alaska 








2.4 


2,3 


2.2 


: 6,4 


2,3 




=0,4 


-0,9 


1,5 


Hawaii „ . , . — 








3.7 


3,4 


3,3 


3.1 » 


3.1 




-0,8 


-0,6 


* -2.1 



M $40 and 1 950 data ird estimated based on published figures - p 

2 1 960 includes hospital units of institutions. - 

^Civilian population, " , 

NOTi: Community hospitals Inoiuda all non-rFederai^shart-stay hospitals classified by tha American Hospital Association according to on© of the following 
servioes: general medical and surgical; Obstetrics and gynecology: eye* ©a^ nose, and throat; rahabilitation: orthopedic; other specialty; children's general; 
chiWren s eye, sa^ose, and throat; children's rehaBilitation; children's orthopedic; and children's other specialty, ■ 
SOURCES: American Medical Association; Hospital service in the United States, JAMA 1 1 ): 1055*1 144, 1141 , and 146(2): 109-184. 1951 , (Copyright 1941 
and 1951: Used with the permission of the American Medical Association,); American -Hospital Association: Hospitals. JAMA 35(15): 3S3-430, Aug. 1. 1961, 
(Copyright 1981: Used with the permission of the American Hospital Association,); Division of Health Manpower and Facilities Statistics, National Center, for 
Health Statistics: Data from the National Master Facility Inventory; US, Bureau of the Census: Current PopuiBtiorfWports^ Series Nos, 72, 304, 4fa 640, 
642, 790. and 868, Washington. U.S\ Government Printing Office, 1953, 1 965, 1S71 , J976, 1978, and 1979, 'and unpublished date, " t 
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T*fc*t 55 OccupAocy rate in community hospital* and aversg* annual rate of change, according to geographic dWI»k>n and 
i State: United State*, selected yeen 1940-78 

- i • * " ■ . ■ . 

(Data art based on reporting by facilities) 



Geographic division 






Ye 


Bf , 










Period 




; and State 


1B40 1 




1975 


1977 


# 197& 


1940-60^ 


1960-70* 197th7§ 


1975-78 


I 


■ 4 




P&rcant of beds occupied 




Average annual rata of change 


United States 


.. 69.9 


74,7 


77.3 


74.2 


73.3 


73.2 


0.3^ 


.0,3 


-0,8 


OS r 


New England, ... .>.- 


.. 72.5 


75.2 


79.7 


77.6 


77.3- 


77,6 


0.2 


I 06 


- . -ofs 


,0.0 


Maine. . . 


72.4 


73.2 


73.0 - 


71.1 . 


^69.3 


71.7 


, 0.1 


^0,0 


-0,5 4 


0.3 


New Hampshire , , , 


.. . 66.3 


66.5 


73,4 


71.4 


71.7 


71,5 


0.1 


1.0 


-0:6* 


0.0 


yermont . ... . . .. ... ......... 


., * ess 


68.5 5 


76.3 


70,7 


75,3 


72,2 


=0.0 


1.1 


-1.5 


0.7 


■fl a33aU I <U3P (13 . . is***, si*,,-, 


74 ri 


75,8 


803 


79.1 


78,5 


79.2 


, 0 3 


0,6 


=0,3 


0,0 


Rhode Island 


77.7 


75.7 


82.9 


82,2 


82.0 


82,3 - 


-0.1 


oi. 


-0,2* 


o.a ; 


Connecticut . ................ 


... 75,9 


78.2 




/O.D 


78.8 


78,1 


0,1 • 


f 5 


-1.0 


* -0,2^ 




7^ ^ 


78.1 


82.4 


81 .4 


81,3 


81.1 


0,2 


o\ 


-0,2 


-0.1 


New York. ......... 


78,9 


79.4 


82.9 


84.2 


83,8 


83.1 


0,0 




" 0.3 


, -04 


New Jersey 


< 724 


78.4 


,82.5 


81,1 


81,7 


81.8 


0.4 


1 0.5 


-0.3 


0,3 = 




» 7=1 i 


76.0 


81.6 


77.2 


7^.3 


77.9 


0.3 


0,7 


'"1-1 


0,3 


East North Central 


, ,71.0 


78.4 


79.5 


77.2 


75.7 


* 75,4 


0.5 


0.1 1 


-0.6- 


-0,8 


Ohio ........ ........ 


72.1 


81 .3 


81.8 


80.6 


78.6 


78.0 


; 0.6 


0.1 ' 


-o.i 


-1,1 ' 


Indiana ......... ..X .......... , 


-68.5 


79 6 


80.3 


76.4 


76,0 


75,7 


/ 0.8 


0,1 


-1.0 


-0.3 


lljinois- , " •„; 


73.1 


76,0 


p 79.3 


75.7 


75.1 


74,9 


0,2 


,0.4 


-0,9- 




Michigan ..... ... ..,..*... . 


71.5 


80.5 


80:6 


78.8 


78.1 


76,3 


0.6 ' 


0.0 


-0.5 


-1,1 


Wisconsin 


65.2 


#3.9 


73.2 


71.5 


69.5 * 


- 69.6 


0.6 


-0.1 


-0,5 

* 


-0.9 


■weal raynn wenirai . . . 


fie "7 


7V8 


73.6 


70.6 


69.3 • 


69,4 


0,4 


0,2 


-0.8 


-0.6 


' Minnesota .................... 


71.0/- 


72.3 


7^ Q 


/u, / 


/U.b 


70,2 


0,1 


0,2 


-0:9 


-0.2 


lo'waT.- ....... 


63.6jf 


72.6 


71 Q = - 


£7 A 


00.4 


67.1 


0.7 , 


-0,1 


-1.3 


-0.1 


Missouri ....... 


. " 68,6 


75.8 


7Q *3 


/ 3,3 




73,5 


0,5 


0,5 


-0.9 


-1.1 


North Dakota ..... . 


61 .9 


71.3 


£7 1 


Bp, 1 - 




66.2 


0,7 


-0.6 


0.6 


-1.4 


South Dakota. ............... 


59.1 * 


66,0 


s 68,3 


63.8 


62.0 . 


59,3 


0,6 


O.O 


-0.8 


-2.4 


Nebraska. ...... .>..... 


59.0 


65 .6 5 


69.9 


65,8 


65.0 


66.2 


r 0,5 


0,6 


-12 


'0.2 


Kansas ........ ........ 

it 


. \ 6Q.4 


69.1 


71,4 


69.9 


68,3 


68.3 


0.7 / 


0.3 


-0.4 


-0.8 


South Atlantic .......... 


' / 
66,7 * 


74.8 


77.9 


73,9 


73,2 


73.0 


0,6 


0.4 


-i.o •: 


=0,4 


Delaware. 


59,2 


70.2 


78 8 


g) .y 


si n 
0 1 .U 


80,6 


0.9 


1 ,2 


0,6 


-0.2 


Maryland ...... 


74 6 


73.9 


79.3 


79*3 


82.8 


81.0 


-0.0 


0,7 




0,7 


District of Columbia , 


76.2 


SO. 8 


77.7 


78.9 


78,6 


77,0 


0.3 


-0.4 


0.3 


=08 


Virginia 


70.0 


78,0 


a 81.1 


77,4 * 


75.9 


74.5 . 


• 0,5 


0.4 


-0.9 ■* 




West Virginia................. 


62.1 1 


74.5 


P 793 


7X ^ 


7*3 


72.3 




C,6 


-1.0 


" -1.3 


North Carolina.....,.., ...... 


64.6 % 


73,9 


78,5 


77,4 


75,7 , 


75.7 


0.7 


0.6 


-0,3 


-0.7^ 


South Carolina .......... ..V . 


-69,1 N 


76.9 


76.4 


74.2 


74.1 


74,1 


0.5' 


-0.1 


=o;6 


0.0 


Georgia ..... ... ....... 


62.7 


71,7 


76,5 


68,2 


67.0 


67.4 


0,7 . 


0.7 


-2,3 ; 


-0,4 


Florida . ^ ...................... . 




739 


« 76,2 


70.2 


69.5 


70.3 , 


1.3 


0,3 


-1.6^ 


0.0 


East South Central ..... 


62.6 


71.8 


78,2 


7*f0 


73.5 


73.3 


0,7 


0.9 


-1.1 


-0,3 


Kentucky ', . ................... . 


61.6 


73,4 


79.6 


77 3 


76.6 


75,8^ 


0.9 


0.8 V 


-0.6 


-0.7 


Tennessee .................... 


65.5 .» 


75 N 9 


fS.2 * 


74.4 


734 


73.8 


0.7 


0.3 


-1.0 


-0,3 


Alabama...................... ... 


59,0 


70.8 


80,0 


72,6 


72,9 


72.5 


0.9 


1.2 


-1.9 


0.0 


Mississippi . .... . s I ........... . 


63.& 


62.8 


73,6 


71.4 


70,9 


70,6 


-0,1 


1.6 


-0,6 


-0,4 


See footnotes §t end of table. 
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T»W# 53. Occupancy rawt 



Geographic division 
and State 



WMt South Central'. 



I 



Arkansas . . , A . . 
Louisiana 

Oklahoma 

Texas 

Mountain , 

Montana...... 

Idano........ 

Wyoming ...... 

Colorado 
r^aw Mexico - 

Arizona 

Utah........... 

Nevada ....... 

Pacific . . . 

Washington'.. 
Oregon 
California,,.,, 
Alaska 

Hawaii . . 



In community ho*p*UI* and avmga annual rata ©f ehanga, according to gaographte dMsteft and 
Stat*: United IWn, MtoeM yaara iMO-Ti— ^ttnuad 

(Data art based on reporting by facilities) _ J, 



Period 



1940' 



I960 1 



197B 



1975 



1977 



1978 • 1 940=60^ 1960*70? 1970*75 3975*70 



Percent of Deqfe occupied 



Average annum! rate of change 



62.5 


68.7 


73.2 


69,f 


67.5 


675 


0,5 


0.6 


^■1 


=0,8 


55.6 


70.0 


•74:4 


70,3 * 


68.4 


689 


1,2 


0.6 


-1.1 


=0,7 


75.0 


67,9 


73,6 


68.8 


68.8 


68,4 




0,8 


-1.3 


=0,2 


54.5 " 


71 ,0 


72.5 


69,3 


66,1 


66.5 


1.3 


0,2 


, -0,9 


►14* 


59 6 


68.2 


73,0 


69,0 


* 67,3 


67,2 


0,7 


'.' 0.7 


-1.1 


*0,9 


60.9 


69,9 


71,2 


68.4 


66,6 


66.8 


• 

' s 0.7 


02 


-0.8 


-0,8 


82,8 


60.3 


65,9 


£H A 

e i ,4 


33.*} 


§4 0 


=0,2 


0,9 


-1 .4 


1,4 


oo.* 


Mi ft 
61,1 


66,1 


68,2 


66,9 


65,9 


-as 


1,7 


0,6 


-1.1, 


47,5 


63,1 , 


55,9 


53.0 


54,6 


1,3 


0.3 


-2.4 


=0,8 


62.1 


80.6 


74.0 


69.1 , 


68,0 


674* 


1.3 


-0,9 


-1 ,4 


-0,8 


47,6 


65,1 


69,8 


63.6 


62,8 


65,0 


1,6 


0.7 ' 


-1.8 


.0.7 


SK2 


74,2 


73.3 


73.5 ; 


71 ,Q 


71,3 


1,0 


:0.1 


0.1 


-1.0 


S5.8 


70,0 


73.7 


73,6 ' 


69,4 ' 


66,5 


f 0.3 


OS 


.0,0 


-3,3 


67,9 


70.7 


72,7 


67.2 


67,7 


66,1 


0,2 


; 0.3 


-1.6 


=0,6 


697 


71.4" 


71.0 ^ 


66,2 


66,0 


66.1 


0,1 


-0,1 


-1.4 


-0.1 


67.5 


63,4 


69,7 


67,7 


65.9 * 


66 6 


=0,3 


1,0 


-0,6 


=0.5 


71.2 


65.6 


69.3 


6f,6 


66,3 


65,8 


-0,4 


" 0,5 


-0,8 


-0,4 


69,9 


74,3 


71,3 


66.0 


65,8 


65.9 


0.3 


-0,4 


-1.S 


-0,1 


53,8 


59,1 


63.3 


59.5 . ? 


60.5 




0,9 


v 1.4 


-1.5 




61,5 


75,7 


68,1 


* 72,7 


72,8 




2,1 , 


=2,1 


2,2 



■ 1 940 data are estimated based on published figures * k * * 

2 1960 includes hodfrital units of institutions „ 

NOTE: Community hospitals include all nonfederal short-stay hospitals clarified by the American hospital AnocMjon *■ one of 

services^ general medical and surgical; obstetrics *nd gynecology; eye, eaVnose. and throat; rehabilitation; orthopedic; other specialty, children s genera). 

children's aye. aw. net*, and throat; chUdran'a ratiabrtltttlQii; ehlldran'g orthopadlc; and ehildran'a other specialty, \ 

SOURCES American MediealAssociation: Hospital service in the United States. JAMA 116(11) 1055.1 1 44. 1 941 . (Copyright 1941 ■ Used with the permission of 

SS« mS AssSwonTA^erican hospital Association; Hospitals. JAMA 35(15): 38M30. Aug. 1, 1 Ml . (Copyright 1961; Used with IW P<rMtt>n 

of ^he^^a^osp^at^ocla^n.); Division of Health Manpower and Facilities Statistic, National Center for Health Statistics: Date from the National 

Master Facility Inventory. ~ 
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Table 50. FtflMlme equivalent employees per 100 
change, according to $aograpftte d 

■ , . - * . " ; (Data art I 



tWiy pMIM In community hospitals and mngi annual 
and But*: United States, selected years ie§a*?e 

on reporting by facilities) 9 



* Geographic division 



United States 

New England..'., 

Maine..';......?. ..,! ;.. 

Now Hampshire 



Year 



Period 



I960 1 



1970 



1975 



1977 



197$ 



1260*70* 



1970-75 



1975-78 



Number of mmptoymms per 100 average daily patients 



226 i 



302 



349 



Vermont 



.Massachusetts 

Rhode island . . 

Connecticut. .... 

^Middle Atlantic 

New York 

New Jersey .-. 

Pennsylvania . 



EasU^prth 



al 



Ohio ...... 

Indiana . . . 
Illinois. „. . 
Michigan . 
Wisconsin 



i 



249 

227 
240 
227 
252 
270 
247 

"225 

233 
225 . 
214 

226 

232 
-216 
226 
239 
199 



S«e footnote at end of tible = 



351 

289 
310 
* 318 
366 
383 
347 

311 

336 
278 

"287 

299 

302 
280 
30t 
313 
277 
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359 

34?. 

346' 

436 

433 

397 

352 

375 
'308 
340; 

343 i 

331 
320 
357 
364 
315 



West North Central.,. 


21 £ 


X 273 W 


305 


Minnesota. !*..".... 


220 \ 


273^. 


296 


Iowa 


-. . 208 \ 


• ,258 A 


293 


Missouri ..................... 


, 217 • \ 


289 J 


326 


* North foakhtv 


177 \ 


254 J 


273 


South Dakota. . 


188 . 


247} f\ } 


294 


Nebraska 


220 


: 2W V =\ " 


298 


Kansas ...... ...... 


210 


270 \ \ 


313 










South Atlantic ... ..... 


. . " • 217 # 


295 \ \ 


343 


Delaware 


243 


■ 328 *\ 


\ 39Q 


MaryiaQd 


. * 237 


' 354^ \ 


X 391 


District of Columbia , 


240 


363 \ 


\443 


Virginia 


193 


289 \ 


Q23 


West Virginia ....... 


198 . ■ 


255 


\ I 98 


North Carolina, .. 


" 196= 


277 


\ a%9 


South Carolina .............. 


185 


257, 




Georgia 


233 


294 


\3S4' 


Florida . ........ , .. . . , , ...... . 


. ' 245 


295 


Isle 


East South Central 


. 227 


275 




Kentucky . , . 


223 


276 


H 

292, 


Tennessee 


231 


284 


31 5 ! 


Alabama. .. . 


. 23# * 


266 




.Mississippi 


207 


270 





Avaraga annual rata of change 




369 


- 379 


2.9 














< 


432 


436 


35 


3,3 


1,9 




4U2 


2.4 


%- 4,4 


3.6 


375 


383 


2,6 






332 


346 


H.4 


n , f 


■\ U,U 


453 * \ 


456 


3,8 


*3,Q 


1 .3 


460 


460 


3.6 


O C 


2,0 


421 


428 




2.7 


2.5 


362 


372 


3,3 


*' 2.5 


1,9 


*375 


386 


3 7 






320 


328 


21 


O i 




364 


375^3 




J,* 


3,3 V 


368 


379 


2,8 


*3 B 


3,4 


360 


372 


2.7 


2:0 


3,7 


346 


351 


2,6 




*3, 1 


&79 


391 


2,9 


3.5 


3.1 


336 


401 


2.7 * 


,3.1 


3.3 


350 




*3 A 
v».«» 


2,6 


4.4 










332 


335 








325 


317 




1.6 


2 3 


325 


335 




2.6 


4.6 


353 


357 


2,9 


2.4 


/ 3.1 


292 


299 


37 


1,5 


3,1 


306 


343 


2,8 


3.5 


5,3. 


31 5 


310 


2.3 


1.5 


1,3 


338 


347 


2.5 


3.0^ 


3.5^ 


358 


368 


" *3 1 
«5. 1 


*3, 1 


2,4 


394 


403 


3,0 


3.5 > 


V V: 1-1 


367^ 


401 


4.1 


2.0 




494 


497 


4.2 


4,r 


3.9" 


326 


333 - 


4.1 


22' 


1.0 


321 


. 335 


2.6 


3,2 


4.0 " 


340 


350 


3.5 


2.9 


3,1 


330 ' 


338 


3,3 1 


* 3,3 


3.8 


381 


^396 


* 2,4 


4,4 


2.8 


361 


367 


1.9 


3.2, 


2.0 












321 


328 


1.9 


2.2 


2.3 


304 


316 


1.9 


1.1 


^2.7 


330 


333 


2,1 


2.1 


19 


328 


337 , 


1,3 


3,0 


30 


315 


317 


-=2,7 


2.1 


19 



Xahtm 58 FulMiiM •oiilv.tanl amployaM pef 100 avarafl* daily (MOanta In eemmunRj hospital, and airerage annual rata of 
S£ aSS lT^SiiVdM.ton 'and Stria: UrtlW SUtoa, IMO-T^ConttriuM 

(Data are based on reyrtin g by facilities) 



Geographic division 
arid State 



Year 



Period' 



i960 1 



1970 



197$ 



1977 



197S 



1960-70' 



1970-75 



1975-78 



Number of employees per 100 avqrage daily patients 



Average annual rate of change ) 



West South Central . 

Arkansas , ,'. . — 
Louisiana ........... 4 ..... . 

■' Oklahoma 

Texas . , - : • 

t ' 

Mountain .... 

Montana' 

Idaho . 
Wyoming 

Colorado ........ 

New Mexico .• .' 

Arizona . , ... ........ .... 

Utah. ......... 

Nevada ............ .. j 

Pacific... 

Washington ............... 

Oregon ........... 5 ...... . 

California ........ 

Alaska ..................I. 

Hawaii 



225, 


297 . fs 


348 


364 


372 * ■ 


*28 


3,1 


2 4 , ^ 


209 
218, , 
218 

232 ** 


274 

292 , 
296 
- 304 


318 
354' 
359 
*346 


332 
363 
'383 
367 


329 
373 
385 
376 


±1 
3,0 
3.1 
2.7 


3,0 
3,9 
3.9 
2.6 


1.1 . 

1-8 

24 * 
2 8 


226 


299 


364 


392 


402* . 


2.8 


4.6 *- '"; 


■ ? 

3,4 


216 
255 
*217 
221 

228 . 
222 
243 
224 


247 t 
281 
■ 251 
306 
314 
• 327 
304 
284 - 


301 

321 

344, 

373 

389 

391 

388 

344 


342 

343 

397 • 

383 

455 

406 

422 

380 


291 , 
4 359 
416 
413 , 
418 
432 
439 
• 398 


1.4 

1,0 

1.5 - 

3,3 

3.3 > 
3,9 
2.3 
24 


*.0 * 

2.7 
■- -6,5 
4.U 

. 4.4 ' 
3.1 
50 
3.9 


-11 ^ 

% 6.1 

- *^*^ 
2,4 
4 ; 3 
■ \ 4 2 
5.0 


243 


327 


401 


435 


454 


3,0 


4.2 


^2 


263 
232 " 
241 

220 

. 226 


313_^ 

303 

334 

301" 

278 


382 
387 
407 
385 
357 


414 
393 
445 
445 

375 


422 
432 ' 

' 463 ' 
456 
-S389 4 


1.8 
2,7 
3,3 
3.2 
2.1 


4,1 1 

5JD - 
4.0 
5.0 
51 


34 

3.7 
4,4 
58 . 

2,9 



1 1 mo includes hospital units of institutions, but excludes students, interns, and residents. . 

. , . ,. . . u „„; la |. MHA3K1SV 383-430 Auo i 1961. (Copyright 1961: Used with the pentiiwlon of the Annencsn Hospital 

ssssffsas a ss ss i s ^ ****** •"•,*•" ~ "ft 
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Tabte 57. Outpatient vietta 



) 



Geographic division 
and State 



pfcrlpW f»ifcffi day* In communtty hoepJUi. and mmng* annua* rate 
OeogfepWc dhrleJon and State; United Statee, eaiedM year* 197(^78 

(Data are based oa repo^lrt} by t facilitiet) • 



of" chart pa, 



Year 



Period 



1970 

— v 



T977 



K 1970-75 1975-7$ 



. United States 

New England 

Maine........ .. .f_,. 

New Hampshire ,-, 

Vermont , , 

Massachusetts, 
Rhode Island 
Connecticut,,,,.,, 

Middle Atlantic ,. 

New VorKf! 

New Jersey .... 
Pennsylvania. . 

last North Centjfcl 

Ohio .. .. 
Indiana . . 

Illinois. 

Michigan 
VWacqntf n \ t ? =, , . 



West Nqrth Central . 

Minnesota .-i .... I t 

. Iowa ,.. . 

Missouri 

North Dakota ......... i ... . 

: V South . Dakota. . 
Nebraska.. ......... 

Kansas ...... ........... 

, jSouth Atlantic 

Delaware,.. .... .V 4 ...*..„ 

- Maryland ...... 

District of Columbia ....... 

? * Vlrgfnia „ 

West Virginia .............. 

■ North Carolina. r , ........... ^ 

South Carolina 

Georgia : . , , 

Florida.. .,.'...„...,.;... 

East South Central . . 

' " Kentucky . , 

Tennessee , . , 

Alabama... 

j| Mississippi 

S#e footnotes at and of table. 




Outpatient vimtg per %QOQ patient days V 

sea . 738 ?m rm 



676 

5&€ 
811 
596 
704 
620 
640 



847 

658 
SI 7 
601 



513 

502 
484 
531 
566 
381 



Avqmge annyal 
rate of change 

5.4 1.4 



955 

940 
1,070 
954 
040 
845 
,1 ? 006 

me 
896 

706 
1,034 

732 

670 
741 
735 
685 

* 573 



1/006 

1,129' 

'1.183 
957 
1,005 

816 
979 

901 

922 
666 
1,001 . 

756 

700 
*787, 
736 
9» 

623 



1,036 

,1,168 
1,234 
1,046 
1,031 
669 
986 

912 

* 913 
633 
1,040 

762 

702 
775 
768 
875 

662 r - 



373 


* 499 


543" • 


512 


309' 


387 


443 


442 


^48 . 


525 


609 


. .573 


*4m 


' 573 


577 


5?S 


'150 


211 


279 


267 


314 - 


308 


432 


421 


284 


401 


456 


, 444 


494 


724 


743 " 


681 


547 


697 


875 


668 


67# 


1,036 


965 


945 


809 


-991 


934 


910 


749 


924 


898 


841 


557 


682 


-r 812 ■ 


637 


635 


792 


759, 


747 


509 


664 


714 


691 


456 


egr 


670 


66? 


489 * 


679 


704 


716 


442 


570 


609^ 


502 


401 


498 


514 


502 


448 


. 558 ' 


560 


577 


441 ■; 


526 = 


, 518 


482 


344 


422 


506 


486 


349 


475 


458 


465 



, 7.2 

9.9 
6,0 
6,4 
9.5 m 

7,6 

6,4 

6.4 - 
84 

7.4 

5.9 
,8,9 
6,7* 

8.5 , 
8.5 

6.0 

<46 

8,6 
4,1 

7.1 
-0.4 
: 8.7 
7.9V 

5.0 : 

9.0 
4;1 
4,3 

4.1 . 
4.5- 
5.6 
5.9 
6,8 
5.2 

"4,4 ' 

4.6 
3,6 
4,2 
6,4 



2,8 

, 7.5 
. 4.9 
3,1 

6 3,1 
0,9 

0.2 

0:0 
-1,1 

0.2 

>' 1.3 

1.6 
1.5 
1.5 
-0,4 
4,9 

0.9 

4,5 
3,0 " 
-2,9 
8,2 
■ 11.0 
3.5 
. -2 0 

-1.4 

-3 0 
-.2,8 

-3,1 
. -2.2 
-1.9 * 
1.3 . 
3,1 - 
1,8 

-4.1 . 

0,3 

1,1 
-2.9 
4.8 

-0.7 ' 
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Table §7. Outpetlani vtaM* par 1,000 patent days In community teepitale and mngi annual f rate of cbaiig^accottilng ift 
v > . tfeoofphtc rfMrtw and SWte UnBari Stat-; ■a i eeto i yaaUp Ji7CN71^CQntinu>g • , . ■ ' 

• * ; \ " ' -(data art bated on reporting byWlfflea) 1 - 



Geographic division 
and Stmte 



Ymar 



Period 



, Wett South Central. 

Arkansas.. ...... < • 

Louisiana : 

Oklahoma ..... . ■■ ■ 

Texas .-I... .. ... 

• Mountain 

Montana 

Idaho !.:...., 

.Wyoming /. -. 

Colorado 

New Mejtfco ^ . 

Arizona 

utah 

Nevada . . . . 4 . . /. , 

Pacific , v . - 

Washington . ...... ........ . 

Oregon.*. 

California .- 

Alaska........-*...*. 

Hawaii ■ 



1970 


1975 


1977 


1978 


1970-75 


1975-J8 










Average annum! ; 


Outpatient ^Bim-p^1 l 00Q^PMmntpay& 


rsf© of ofiMnge . w 


442 * 




584 


578 


.3.6 ' 


3i1 


^06 


-432 / 


s . 464 


484 


7/1 




.693 -. 


756 




, 900 


1.8 






397 


467 


: \ 471 


i 6'6 




421 


502 


■■ 528 


515 


:: ; 3.6 y 


^ 0.9* 


* • 

525 . 


•781 


,912 


951 


8,3 


6,8 














337 


\-\V''538 


^607 


. 726 


9J 


10,5 


|S14 




787 * 


921 


7.8 


' - 7.5 v.- 


342 - 


670 v 


831 1 


1-.060 - ' 


14,4 


16.5 * 


' '532 * 


866 


888 


910 


10.0 


,2,1 


435 


690 


1,067 


1,028 


9.7 


14j2 


7 648 


780^ 


^ 865 


950 


3J 


■ 6 i 


( 677 


1.015 


.1,400 


-1,359 


8,4 


« 10.2 


395 

* 


633 


811 


730 


9.9 


4.9 t 


923 


935* 


987 


1,085 


0.3 


5.1 - 


536 


, 818 


932 


894 * 


8,7 


3.1. - ■* 


612 


773 


8f§8 


V° v 964 


* 4,8 


7.6 , ■ 


1,0D| 


954 


979 


V 1.112 


-1.1 


5.2 


747 


" 1,388 


876 


^1 P 035 


13,2 V 


-9,3 


1,230 


1,324 


1,670 


. 1,530 ; - 


1.5 


4,9 ' 



V 



NOTE Community hospitals include all nonfederal short-stay hospitals classified by the American Hospital Association according to one of the foilowlng 
services: general medical and surgical; obstetrics/arid gynecology: eye, ear, nose,- and throat; rehabilitation; crthopedic;\otner specialty; children's general; 
children's eye, ear, hose, and throatrehiidren's rehabilitation; children's orthopedic; and children's other specialty, * 

National Center for Health-Statistics: Data from the National Master Facility inventory. 



SOURCE: Division of Health Manpower and Facilities Statistics. 



\ Table S6, Ung-stay hoi^toli and Ms, according to type itf hospital and ommwMpt United Si* lot, 1973 and 1§7i 

_ - ' (Data arc b ased on reporting by 'facilities) , 



r 



Yearyand type 
of (ownership 



All ownerships ; 



* * Government. . 
* stittwocan 

'Proprietary .", . 
Nonprofit ^ , . 



,1976 
All ownerships 



Government/, . 

Federal, . 

✓Stale-local . . 

Proprietary 

Nonprofit ...... 



1973 

All ownerships 



Government, . 

Federal. . . 

State-iocaf . 
Proprietary . . . 
Nonprofit ... 



. 1978 
All ownerships 



Government , , 
Federal,;.. ... 
State-local . 
Proprietary . . , 
Nonprofit .. . , 



, All 
longest ay 

hospitals 



727 



Type of hospital 



General 



Psyehh 
* atrio 



Tubmreu^ 
lasts 



Rehabil- 
itation 



Chronic 



32 



Number of hospitals 
402 63 



9 



61* 



m 



489 

51 
438, 

69 
169 



3fi^* 



10 
1 

1. 



300 
27 

273 
55 
47 



58 
58 

-O 5 



12 

12 
1 

48 



.Vy ........... 


564 


24 


347 


13 


50 




356 


19 


243 


12 


. 13 




39 


12 ■.' 


24 








317 


7 


219 


12 


13 




73 


■ - 2 


56 




5 




135 


3 


48 


1 


32 



44 

44 
6 
18 



59 



Number bf beds 



414^640 


,18.023 


329,625 


10,056 


7,613 


386,959 ~ 


17,724 


319,669' ' 


9,687 


3,432 


46,683 


14,516 


29,572 




y 


340,276 


3,208 


290,097 


9,687 


3.432 


6,451 


237 


5,157 




262 


21,230 w 


62 


4,799 . 


369 


3,919 



40 

40 
3 
16 



22.240 



249,729 - 


1 1 ,407 


192,689 


2,500 


224,820 


10,989 


180,981 


2.401 


33.762 


9,245 


23,056 




191,058 


1,744 


157,925 


2,401 


7,130 


148 


5,589 




1 7,779 


270 


6.119 


99 



18,488 

18,488 
391 
3,361 



19,842 



Other 



101 



45 
4 
41 

a* 
so 



71 



29 
3 

26 
7 

35* 



27,083 



17,959 
2,595 

1 5,361 
404 
8,720 



1 7,436 



2,302 16,533 11,614 

1,461 

2,302 16.533 10,163 

638 288 467 

2,916 3,021 5.354 



SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics! Data from the National Master Facility inventory. 
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T«We St, Nursing home tads, annual occupancy rates, and msj^snt days of ears provide, according to salaeM facility 

charaeteristlaai United Slates, 1972 and 1978 

i (Data are based on a sample of nursing homes) . 



Facility 
characteristic 



All facilitia 



Number of beds 



Annual occupancy rate* 



1972 1 



197G 



19721 



1976 



Resident days of care 



19721 



1,165,100 



1 ,389,900 



86.51 



88.76 



358,906,000 



1978 



451 J522.500 



Ownership 



Proprietaryr 
Nonprofit . 



-823:400 
341 ,700 



-963,800- 
426,200 



86:42- 
86.72 



-8037- 
87,38 



-260;44^600- 
108,456,400 



=315f225 r 700- 
136,296,700 



Certification 3 * 

Skilled nursing facility 467,600 291,900- , 86. 52^ 90.77 i 87,150.800 96,967.000 

Skilled nursing and intermediate • 

facility , 286,600 543.700 83.08 88.58 148,050,200 176,286,000 

Intermediate facility ... , 250,800 386,400 89.17 87,33 81,848,400 123,523,000 

Not certified ... 160,300 1 67,800 88.38 89.12 51,856,600 54,746,500 



Bed size 

Less than 50 beds . . . 
§0-99 beds ............ 

100-199 beds.. 

200 beds or more 



179,600 
389,700 
410,000 
186,900 



183,800 
414,900 
538,200 
253,000 



89.16 
88,60 
86.27 
80,10 



92.59 
90,35 
87.64 
87.21 



58,611,900 
126.359,600 
129,437,700 

54,496,800 



60,921 ,000 
137,186,800 
172,649,500 

80,765,100 



Geographic region 



Northeast .. 
North Central. 
South 

Wast..........'. 



248,700 
404,000 
298,800 
213.700 



311,200 
480,500 
376,000 
222,300 



88,97 
86.21 
86,49 
84.22 



90,09 
89.73 
87,29 
87.27 



80,996,400 
127,480,800 
94,577,100 
65,871,800 



102,61 1,200 
157,793,500 
120,106,100 
71,011,700 



'Data for 1 972 exclude personal care or domiciliary care hemes. 

?The annual occupancy rate reflects the occupancy rate for the entire year rather than a single day= The formula used to calculate occupancy rate was: 

aggregate number of days of care provided to residents % 1 00 _ 
occupancy rate- estimated number ^f Beds x 366 

'Medicare extended care facilities and Medicaid skilled nursing homes from the 1973-74 survey were considered equivalent to Medicare and Medicaid skilled 
nursing facilities in 1 977 for the purposes of this comparison. 

SOURCES: National Center for Health Statistics; The National Nursing Home Survey: 1977 summary for the United States, by J. P. Van Nostrand, A. Zappolo. 
and f , Hing, et al. Vita! and Health Statistics, Series 13-No, 43, DHEW Pub No, (PHS) 79-1 794. Public Health Service. Washington, US, Government Printing 
Office. July 1 979: Utilization of nursing homes. United States. National Nursing Home Survey, August 1 973- April 1 974, by J.F. Sutton. Vital and Health Statistics, 
Series 13=No, 28, DHIW Pub, No (HRA) 77=1 779= Health Resources Administration. Washington, U,S, Government Printing Office, July 1977. 




9 

ERLC 



205 



TMm SO. Gfom national product and national ttaaHn »*p*n<Jltur**: United State, aaJ#€t#d ymmrm 1929-78 

(Data are compiled by the Health Qare Financing Administration) i 



Year 



Gross 
national 
product' 

In 
billions 



Amount 
&in 

billions 



I 

National n&glth expenditure 



Percent of 
gross national 
product * 



Amount 

per 
capita 



1929.,.,....,..,,..., 






$ 103.4 


$ 3.6 • 




3.5 


$ 29 49 








, 72 2 


2.9 , 




4.0 


22,65 


1 940 






.,= .. * 100.0 


4,0 




4,0 


29.62 








286.2 


12,7 




4,4 


81 86 


1 955 






3980 


17,7 




' 4.4 


105.38 


1960,,,,,.,..,,,..,.. 






506,0 


269 




53 


146.30 


1965 . ... .. ..... 






\ 688.1 


42.0 




6.1 


212.32 


1970...,......,..,,.. 






982.4 


74,9 




7.6 


359.41 


1971 






1,063.4 


83.1 




7.8 


394.74 


1972 






1,171.1 


93,5 




8.0 


440,34 


1973 






1,306.5 


f 103,0. 




7,9 


\ 481,65 


1974,,. .............. 






1 t 412,9 


1163 




82 


539,11 


1975..... 






1 ,5288 


132,1 




8.6 


607,58 


1976 






1 .7022 


148,9 




8,7 


678,79 


1977 






1,8995 


169.9 




8,9 * 


768,30 


1978., ....... , 






2,127.6 


188.6 




8.9 


845.53 


1979 .. 






2,368,8 


212.2 




9.0 


942.94 



SOURCE: Office of Research, Demonstrations, and Statistics: National health expenditures, 1979. by R.M. Gibson, Health Cars Financing Review, HCFA Pup, 
No. 03054 Health Care Financing Administration. Washington. US Government Printing Office. Summer 1980. " 
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Table 61, Pfftonai health care expenditures, average annua! percent change, and percent distribution of factor* affecting 

growth: United State*, 1973-79 

(Data are compiled by the Health Care Financing Admlniitration) , % 



7 - 


"» 5 


Year 


m 


Pergonal 
heajth care 
expenditures 
in millions 


Average 
annual 
percent 
change 1 


= — 

All 
factors t 

- -■ -I- - 


Factors affecting growth 
Prices Population 


inwrmity* 




* 












Percent distribution 














13,4 


1 00.0 


65,6 


6,6 


2/\8 










$ 88,688* 




100.0 


* 42.7 


7.3 


50.0 


1974/ ....... 








101,007 


J 3,9 


100,0 


655 


6,1 


28,4 


1975........ 








1 1 6,522 


15.4 


100,0 


71.6 


6.5 


22.9 


1*76.......: 








131,276 


12,7 


100,0 


70.4 


7,0 


22,6 


1977........ 






# 


147,968 


12.7 


100.0 , 


64,7 


6.6 


28.7 


1978.,..,.., 








166,627 


12.6 


100.0 


67,0 


-..= 7.4 


25€ 


1979,..... = . 








"K88.551 


13,2 


100.0 


^9 


6,8 


21,3 



defers to 1 =year periods unless otherwise noted, ■ 
3 Represints changes in u^and/or kinds of services and supplies. i 

SOURCI; Office of Research, Demonstrations, and Statistics: National health expenditures, 1979, by R.M. Gibson. Hmmlth Gmrm FinmnQlng Review, HCFA Pub. 
No. 030S4, Health Care Financing Administration, Washington, 1^5. Government Printing Off ice, Summer 1 080. 
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T«b*# 62. Cofi»um#r PHem indax (1167-100) and ivirtgi annual parent ehanga tec all Kama and aafaetad 

United SUrtaa, aaieefad yaan 1950-79 

(Data are based on reporting by samples of providers and other retail outlets) 



1950. 
1955! 
I960. 
1965, 
1970. 
1975. 
1976, 
1977. 
1978. 
1979. 



item 



Year 



AH 
Hems. "' 



Medical 
care 



Apparel 

and 
upkeep 



Housing 



Energy 



Personal 
care 



Consumer Price Index 



72=1 


53 .7 


74.5 


79.0 


80.2 


64.8 


81.8 


84,1 


88,7 


79,1 


88,0 


89.6 


94.5 


89.5 


94.4 


93.7 


116.3 


120.6 


114,9 


116.1 


161,2 


168.6 


175.4 


14213 


1 70.5 


184,7 


180,8 


147.6 


'181.5 


202.4 


' 192.2 


154.2 


195.3 j 


219.4 


211,2 


159.5 


217.7 


240,1 


234.7 


,166.4 



1950-55 ... 




......... - 2.€ 


3 - 8 r 


1.8 


1.3 


1955*60 




......... 2.0 


4.1^ 


1,5 


1/3 


196M5 ... 




......... 1.3 


is 


1.4 


0.9 


1965-79 




- * 4.2 


6.1 


4,0 


4.4 


1970-75 ... 




......... 6.7 


6.9 


8.8 


4.2 


1975-76 


i 


- i €.8 „ 


9.5. 


. * 3- 1 


3.7 


1976-77 ... 




......... 6.5 


9:6/ 


% . 6,3 


4,5 


1977-78 




......... p - 7.6 


8,4 / 


9.9^ ' 


3,4 


^ 1978-79 ... 




.......... 11.5 


9.4 


11,1 


4,3 



72.8 
.82,3 
90.2 
94,9 
1*18.9 
166,8 
177,2 
189,6 
202.6 
227.5 



Average annual percent change 

2,5 
1.9 
1.0 
4,6 
7.0 
6.2 
7.0- 
, 6.9 
? 12.3 





m 68.3 




77,9 


94,2 


90,1 


96.3 


95.2 


107,0 


113,2 


176.6 


* 150.7 


189,3 


' 160,5 


207,3 


, 170,9 


220,3 


182,0 


277,7 


195,5 




2,7 




. 3.0 


0,4 


1,1 


2.1 


3.5 


10,5 


5,9 


. 7,2 


6,5 


9.5 


6.6 


6.3 


6J 


26.1 


7,4 



SOURCE: Bureau of Labor Statistica, U.S. Department of Labor: GonMumer Price Index. Various releases. 
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Table 63, Con»unw Pric« Index (1967-100) for all Items and medical care component*: United States, 

selected year* 1950-79 

(Data are based on reporting by samples of providers and other retail outlets) . 

item and , 4 . ' 

medicai care com^cieni ■■ t970 7975 fSfS 

Consumer Price index 

CPI, all Items ..... 72,1 80,2 88.7 94.5 116.3 161.? 195.3 217.7 

Less medical care — — 1 B9A MM 116.1- 160.9 193.9 21 6.2 

CPI, all services........ 7 «. ....... ........ 58.7 70.9 83.5 92.2 121.6 168.6^y21|.8 234:4 

All medical care ........... .;<Vl............ 53.7 64.8 79 1 89.5 120.6 168.6 219.4 240.1 

• . ■' ^ ^^^^^--^^-^^-^ - - ■ ■-. - - - - — — 

Medical care services,,,.!:,* 49.2 ; 60 4 74.9 87.3 ^124.2 179,1 235,3 258.5 

Professional services ......................... % . ; ■ — ' '' — \ ' — *1197 1 64.5 209.2 228.5 

Physician services In,: , 55.2 65.4 " 77.0 88.3 121.4 - 169.4 223.3 245.5 

Dental services,. ... v . • ' 63 9 73.0 821 92.2 11 9.4 161 .9 199.3 S17,0 

Other professional services 1 — — " ■ — . — — 1^.3 1 10.5 

J Other medical care services,.,,.,,..,....,.,.. — ■ ■ _ — — ■ 1297 196.9 267.0 295.2 

Hospital and other medical services 1 .... . — : . — . ■ — — 106.0 116.9 

' Hospital room,;,,...,.,.,......,,,.;;,..,... 30,3 42,3 57,3 75.9 145.4 236.1 331.6 368.2 

Other hospital and medical care .. • ' ' ' 

services 1 ' — — s " , ^ v « 1 05.7 1 1 5,9 

Medical care commodities, >88.5 94,7 104,5 100 2 1 03.6 118.8 1 43.9 1 54.7 

Prescription drugs.,....'...,.'..!...,....,...,...'.-. 92.6 p/^ 1 .6 * 115.3 102,0 101,2 109.3 132.1 142,6 
Nonprescription drugs and medical 

supplies 1 .,. f — V — • ' — — — — - 103.9 111.3 

Eyeglasses 1 ... — '. ~_ — 4 — — — 102.4 * J 08.0 

Internal and respiratory . . . . ■ 

oyer-the-counter drugs — — 98.0 106.2 * 130.1 159,1 172,2 

Nonprescription medical • ' 

equipment and supplies 1 — — — — 104.0 110,2 

— ■ 4 -V , - - " — ^ — — ~ - , 

'Dec 1977'= 100. ^ " t ■ 

SOURCI; Bureau of yibaf Statistics, U.S. Depart " , ■ 
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Tab** 64. Contunw Prtoi Index (1967-100) avmigi annual narant change for ail Hems and medleal &um component*: 

^ Unrtad SMu , ae i ictad ywi 1960*76 ' t 

/ ■ . (Data are based on reporting by samples of providers and ottier retail outlets) > 



Mm and 



Period 



medical care corgponeni 


1950-55 

- -<4 ~ . — - 


"M0S5-60 




19B5-70 


1970-75 


1975-7$ 


ft9?8*79 








Average annual ptfctnr change 




1 
\ 


CP!, all items ..............,,...,/. 


2,2 




1-3 


42 V 


6.7 


6.6 i 

i 


111.6 
















Less medical care.......*.... 7*..- 




_ ■ * 




4,1 


"6,7 


6,4 


11.5 


, ^CPI, all services 


3.8 


— x 

3.3 1 


2.0 


S.7 


6.5 


8,2 


11.2 


AJl medical cars 


3.8 

— — 


4.1 


2,5 . 


> 6.1 . 


- 6,9 


. 9.2 


»■ - - i 
9,4 


. ^ 
















M©dic&K care services 


4.2 


• 4.4 


3.1 




7.6 


9.5 


9,9 


Professional services, , . . .. . ,v. 










6.6 


y 8.3 


9.2 


Physician services 


. 3.4 


3.3 


2,8 


6,6 


6.9 


9.6 


'9,9 


Dental services 


2.7 


2.4 


2.5 


5.3 


6,3 


7,2 


8.9' 


Other professional services- 




- > 










7.0 


Other medical care services..... 










8.7 


10.7 


|0.6 


Hospital and other medical 




i 










{ services 1 . . . . . ............. 


i 












10.3 


t * Hospital room 


6.9 


6.3 


5,8 




10,2 


12.0 


11.0 


Other hospital and 


1 






-V 




4 




" medical care servfees 1 




— \ 










9,6 



Medical care commbdities, 

^Prescription drugs 

Nonprescription drugs and 

| medical supplies 1 

Eyeglasses 1 . — 

Internal a^id respiratory ^ 

gvsMhe-ceunter drugs 
Nonprescription medical 
eg urgent and supplies 1 , , 



1.4 



2.0 

2,6 



*0,8 
-2;4 



0.7 
-0,2 



1.6 



2.8 
1,6 



4,1 



6,8 
6.5 



6.9 



7,1 
5.5 

8.2 

6,0 



*Pee. 1977*100. 

SOURCi; Bureau of Labor Statistics. U.S. Department of Labor: Consumer Wei ihtimx. Various relei 
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TaMa^SS. National htiW axpan^ttum, •ccondlrifc to aourea 61 fund*: United Stat^, aalaetad yaara 1929-79 

, / * (Data are eompiled by the Health Ciffe Financing Admlnlgtratton) 

















Source of fun0 














All health 














J 








expenditures 




Private 






Public 










in billions 


Amount in 


Amount 


Percent 


Amount In 


Amount 


Percent 




S 


_= f _ " 






billions 


per capita 


nf frits! 




per capita 


of total 


1929 .... 






V 


■$ 3.6 


m 

% 3,2 


, $ 25,49 


86,4 


$ 0,5 


$ 4.00 


13.6 


1 3s3*3 , . , . 


1 




f \ 


2,9 


2.4 


18.30 


80.8 


]0.6 


4.34 


19.2 


1 §40 








4,0 


% 3.2 


23,61 


7i,7 




6 03 


20,3 


i say . . . . 








1Z.7 


9.2 


59.62 


72,8 


3.4 


22,24 


27,2 


1 333 . . . » 








17. 7 


13,2 


78.33 






27.05 


25,7 


I960... 








., ^ 26.9 


'20.3 


110.20 


75.3 


6S 


36.10 


24.7 


1 yoo . . . , 
J 




* 




'w— 42l0 


31.0 


156,84 


73,9 


11,0 


55,48* 


26,1 


1 97ft 


( 




, , ,y 


^ , 74,9 


- 

* 47,1 


' 225,98 | 


- 62.9 


27,8 


133,44 


37.1 


* 1Q71 
■ 17/ 1 






" *■ " 


83.1 


51.4 , 


244.28 


61^ 


31.7 J 


150,47 


38,1 ■* 


1 97g 












273.44 


62.1 


36.4/ 


1 66.90 


37.9 


1973.,.. 








103.0 


63,7 


,297.72 


61.8 j 


» 39,4 


183,94 


38,2 


1974..., 








116,3 




320 48 J 




b 47.2 


218,63 ( 


40,6 


1375... 








132,1 


758 


348,63 


57,4 


56.3 


258,95 


42,6 


1976.,.. 








148.9 


85,7 


390,59 


57,5 ■ 


63£ 


288^21 


42,5 


1977,.,. 








169,9 


99.3 


448.93 


58.4 


70,6 


319,38 


41,6 1 


1978.,.. 








188:6 


108,0 


483,88 


57,2 


* 80,7 


361,64 


42,8 


> 1979... 








212,2 


120,8 


536,82 


56,9 


91,4 


406,12 


43,1 



SOURCE; Office of Research, Demonstrations, and Statistics; National haklth expaTidltures, 1979, by A.M. Gibson. Health G0m Financing flstfaw. HCFA Pub. 
NOjOSOS*. Health Care Financing Administration. Washington, U.S. Go^rnment Printing Office, Sumrrwr 1910. ' • 



\ 



( 



' 1 I 



\ 



IS 



, 6 



* 



r 



ERIC 



Tibte Si. National hearth expenditum mregi annual p#mttt chanoe, according to •ouree of funds: 

United States, selected years 192^79 

(Data are compiled b|? the Health Car© Financing Administration) 



Period 



Mil health * 
expenditures 



lurce of 



Private 



Public 



Average annual percent change 



1929-79 . 

1929-36 
1936-40 . 

J9S05S . 
1955-60 . 



1960-65 . 
1965-70 : 

1970- 75 . 

197(^71 , 

1971- 72 

1972- 73 . 

1973- 74 , 

1974- 75 

1975- 76 ! 



197^77 
1977-78 

1978=79 



"V" 




8.5 




7.5 


11\Q 






-4.7 ; 


' 3,1 


6,6 4 




—5,9 


5 9 — - 


12,2 




11.1 


1S.6 


6,9 




7.5 


62 


8.7 




90 


\ 7 f 










93 




* 8.8 


me 


12.3 f 




8.7 


20,4 


12.0 




10,0 


3 152 


lO.ff 




9.1 


14,0 


12.5 




13.0 


11,7 


10,2 




9.6 


11.3. 


1*2,9 




8,5 


19,8 


13.6 




97 


19,3 


12,7 "• 




13 1 ' 


12,3 










,4, 




15.9 


* 11.7 


11.0 % 




8.8 


14.3 , 


12,5 




11.9 


133 



SOURCE: Office of Researern Demonat rations, and Statistics: National health expenditures, 1979, by R.Mf Oibsgn, Health Care Flnapcing Review, HCFA Pub. 
. No , 03054, Health Oar© Financing Administration, Washington, U.S. Government Printing Office, Summer 1SSQ. 
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Tabte 67, Pwponal htalth care expenditure* and percent distribution, eccardlng to teuree of payment 

United States, teieeted ywn 

(Data art compiled by the Health Care Financing Adminlitration) 




Source of payment 



Thifd-party payment 



Direct 
payment 



Total 



Private 
health 
insurance 



Philath 
thropy 
and 
industry 



Government 

£ = ^ 



Total 



Federal 



Percent distribution 



State 
and 
local 



1929. .... 


..... $ 3,202 


* 100.0 


2 88,4; 


116 




2.6 


9,0 


2.7 


6,3 


1935,,..,, 


..... 2 i 6§3> 


. 100.0 


2 82.4 


17.6 




2.8 


f 14.7 


3.4 


113 


1940....... 


3;548 


100.0 


»81.3 


18,7 




26 


" 16.1 


4.1 


12.0 


1950.....: 


..... 10,885 


100,0 


65.5 


34.5 


9.1 


2.9 


22,4 


10.4 


* s 12,0 


1955 ...... 


..... 15,708 . 


100.0 


58,1 * 


41:9 


16.1 


* 2.8 


23.p 


105 - 


-12,5 


1980 


"23.680 


100.0 


54.9 I 


46,1 


21.1 


. 23 


- ^ai .8 


>' 9.3 


12.5 


It 968 


3&.000 


100,0 


51.6 


-48.4 


24.2 


2.2 


21 ,9 


10,5 


11.4 


1 1970.,..,.. 


..... 65,372 


100,0 


40.0 


60,0^ 


24,1 


1.6 


, 34.4 , 


22.3 


12.1 


\ 1971 ........ 


...... 71 ,979 


100,0 


38.2 


618 


*24!e 


V.7 


35,5 


23.3 


13.2 


\ 1972. ...... 


^80,1 77 


jlOO.O 


38,3 


61.7 


24,2 


1.6 


',,>. 3^.9 


23,7 


12,3 


U973. ..... 


88,688 


"100,0 


37.7 


62,3 


4 24.7 


15 


36.2 


23.8 \ 


12.3 


W974. ...... 


..... ;101.007 *■ 


100.0 


*34.9 


65.1 


25,5 


1.5 


38.2 


25.6 


12.6 


T975. ...... 


..... 116,522 . 


100,0 


32.4 


*67,6 


26.7 


1,3 


39.6 


27.1 


12,6 


^976...... 


131,276 


100.0 


31.7^-> 


68.3 , 


27,8 


1.3 


39.2 


27.fi 


- 11.6 


1B77. ...... 


14^968 


100,0 


33.0 y \ 


67,0 


26.2 


1.5 


39,3 


27,8 


11,5 


1978...... 


H 66,627 


100.0 


318 ' 


68.2 


27.0 * 


1,3 


39.9 


28.0 


11.8 


19(79....... 


188,551 


100,0 


31.8 \ 


68,2 


26,7 


1,3 


40.2 


- 28 3 


1Mb 



Mnbludea all expenditures for health services and.supplies other than (a) expenses for prepayment and administration, and (b) government pufaHc health 
activities. •': " ; 

? ln( jydejfany insurance benefits and expenses for prapayment (inaufanoa.premiurns-iess Insurance benefits), 

SOlURGi: Office of Research, Demonstrations, and Statistics; National health expenditures. 1979, by RM. Gibson. Health Cars Financing Remw, HGFA Pubi 
No, D3054. Health Care Financing Administration, Washington. U.S. Government Printing Office, Summer 1 980, J 7 
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Table 08. National health ajpondltunia and pereenl diitrioutiofC according to' typo of expandifuret 
#■ . . United States, aaiactad yaart 1950-79 

(Data are compiled by the Health Care Financing Administration) 



Type of expenditure^ 



1 Year 


1930 


I960 


1965 


1976 


1975 


197B 


1979 






Amount in billions 










$42,0 


$74,9 


$132,1 


9 1 SO, 0 








Percent distribution 






100.0 


100,0 


100.0 


1000 


100.0 


100.0 


100.0 


92,4 


93,6 


91 8 


92.9 


93,7 


94.9 


953 


30.4 


33.8 


' 33.1 


37.1 


395 


40,2 


40.2 


* 21,7 


21 1 


20.2 


19.1 


18?9 


( 19.0 


19,1 


76 


7.4 


6.7 


6.3 


6.2 


6,3 


6.4 


15 


2,0 


4,9 


6.3 


7.6 


ao 


8.4 


3,1 


3,2 


2:5 


2,1 


2.0 


2.2 


2.2 


13,6 


13.6 


12.4 


11.0 


0.9 


8.2 


80 


3.9 


2.9 


2,9 


2.6 


2,3 




21 


3,6 


4.1 


4.1 


3.7 , 


,31 


3,8 


3,6 


2,3 


1.5 


1.9 


1.9 


2.4 


2.8 


2,9 


4.2 


4.1 


3.1 


2,7 


2,0 


*2,4 


2.4 


7,e 




8.2 


7.1 


6,3 


5.1 


4.7 


0,9 ■ 


2,5 


34 


2.5 


2,5 


2.3 


2.2 


67* 


3,9 


4,8 


4,6 


3.8 


2,8 


25 



Total 



All expenditures. ............. 

Health services and supplies , 



Hospital care 
Physician services,, 

Dentist serviies . 

Nursing home care 

Other professional services , 

Drugs and drug sundries 
Eyeglasses and appliances .......... 

. Expenses for prepayment 
Government public health activities, 
Other health services/ .............. v 

Research and construction,,,,, 

f Research f -. , 

Construction . . . , , 



SOyRGE: Office of Resyroh, D^monst rations, and Statistics:- National heilth expenditures, 1979, by R.M, Gibson, Health Care Financing 
' No/ 03054. Health Care Financing Administration. Washington. U.S.-Govorruihqnt Printing Off lot, Summer 1980. ■ *.-..• "_ /.. 
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Table 69. National heettfi •ipendtturee average' annua! percent change, according to type of expenditure: 
; United States, »efe€t*d yeara 1950-79 

(Data are complied by the Health Care Financing Administration) 



7 



Type of expenditure 



All expenditure. 



Period 



1960*79 



19606Q 



1960*65 



1965-70 



1970-75 



■ I 



10.2 



Avfrage annual percent change ) 



7-8 



9,3 



12.3 



12,0 



1975-79 



12,6 



Health services and supplies. 

Hospital !| care ......................... 

Physician services \...... , 

Dentist services 

Nursing home care . , ; , , 

Other professional services 
Drugs and drug sundries .......... 

Eyeglasses and appliances 
Expenses for prepayment,,,,,.,,,, 
□ovennmajpt public health aqtivitie 
Other health seiVices, . .T. ......... ; 



10,3 

.11.3 
9.7 
9,6 

.17.0 
■8.9 
8.2 
7.6' 

10.2 

102 
8,2 



80 

9,0, 
7.5 
7.5 
10,9 
8.1 
7.8 
4.7 
9.1 
1.4- 
' 7.7 



8.9 

8.8 
8,3 
A3 

31,5 
3.7 
7.3 
9.3 
9.7 

14,5 
3,4 



12,5 

14,9 
11.1 
11.1 
17.8 
9,1 
9.5 
9.7 
10.0 
11.8 
9,5 



12.2 
.13.4 



>|J3.4 
•11.7 



11.6 

16,8 

10.4 
7.6 
9 1 
8.2 
17,3 
12> 



13,1 

mi 

13,0 
13,4 
15.2 
15,7 
9,5 
9,9 
.18,8 
17,6 
8,8 



Research and construction , 
Research 

Construction , ,,,,,, 



8 : 4 

^13,5 

6,5 



5.9 

18.9 
2,2 



15,0 

16.9 
13.8 



9.1 

€.5 
11,4 



9.3 

11.4 
8.1 



4.5 

9,3 
1.0 



SOURCE: Offig© of Research, Demonstrations, and Statistics; National health expenditures, 197S, by R,M, Gibson, Hesith Care Financing Review. HGFA Fub, 
No. 03054; Health Care Financing Administration. Washington, U.S. Government Printing Office Summer 1980. 
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Tatt* 70, Hospital txpAiiMS par Inpatient day, p*r*<}nn<fl nd number p«f 100 patients, and iwngi annual percent ehanga,' 

United Stataa. 1971-78 

(Data are balj^d on reporting, by a census ^of hospitals) 



1971-78 

1971- 72 

1972- 73 

1973- 74 . 

1974- 75 . 
197SJ76, 

1976- 77 , 

1977- 78 . 





* ' " ' " 




Adjusted i 

. *" : = 


wxpenses per inpatient dayi 


Labor costs 
as percent 
of total 


Personnel' £ 




Year and period 

9 ■ 




Total 




taSbr 


Number • „ 

in 

thousands 


Numper 
per 100 
patients 




















i97l..:.,. 




j 


83,43 


53,10 


30*33 


63,6 l 


1,999 


, 272 


1972 , ... 






94,61 


59.24 


35.37 


62.6 


2,056 


2t8 


1973 






101,78 


62,86 


38,92 - 


61,8 


2,149 


280. 


""1974...... 






113,21 


68>6 


44.45 > 


60,7 


2,289 


289 s 


1975,,,,,, 






13308; 


79.00 


54,08 


59.4 


2,399 


298 


1976,, ... 




I 


152:24 


88.08 


,64.16 , 


* 57,9 


2,483 


304 


1977. 






1 73.25 


9963 


* 73,62 


57 5 . 


2,581 


415 


i97isi... 




P 


193,81 


110,82 


82.99 


53,2 


2,662 


' 323 " 



Average annual percent x &hange 




12.8 


11.1 


15,5 


4,2 ) 


2.5 


13:4 


• v-11.6 


16,6 


( 29 : 


2,2 


7,6 


8.1 


10.0 


4 5 


0,7 


11.2 


9,4 * 


142 


6,5 


3,2 j\ 


17,6 


14,9 


21.7 


4,8 


3n 


144 . 


11.5 


18:6 '" 


3.5 


2.0 


13,8 V 


13,1 


.; 14 7 


... 3.9 


"3.6 


11.9 


112 


12.7 


3,1 


2,5 



lifers exclusively to expenses incurred for inpatient cafe. * .- 

2 Full-time equivalent personnel. " « . 

3 Labor expenses include employed benefits. Previously, jhese bene/its were included under ngniabor expenses. Therefore, data frofrr this table should not be 
compared with past issues of Health, United States, * * . =' 

NOTi: Data refef to non=F©dera! short-term general and other specialty hospitals, ii ' • " •' '* 

SOURCE: American Hospital Association: Hospit at Statistics, 1979 Edition, Chicago, 1979, (Copyright 1879: Used with the pefmissjon of the American Hospital 
■Association.) -' - " ,, ■ 
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Tabic 71. Average annual percent Inereaae'a In average rtoeprtai «jxp*n*#e' per patient day, according to contributing factor*: 
<• .. Unite* Statei, selected yeare 1960-78 " J 

* ° (Data are based on *a number of government and private sources) 

— . — • — ; — — = — % = — t= — r M — — r — . ~ — = 



Contributing factor 



.period 



19G0-&S 1 



1965-68. 1968-71 



XB71-74 



1974-76 



1976-78 



. Total 



6.7; 



Average I annual percent increase . 
■11.2 » 14.3' 1Q,7 ^6,0 



Wages and prices. 



A/age-/ate3- 

'rices of hospital purchases * 

" Services . 

Hospital employees . 
Dther expenses^ 



3.5 



1.3 p 

-1.7 N 
5,8 



■5.3 



3,4 
'3,4 

as 



ta.e 



8.2 



-iOrl 
5.4 

6,1 * 

3.3 
10.2 



7.1 , 

-7;0- 

7:0 

3.7' 
6.6 



9.5 
■ 10!6' 

J 65 

2.5 1 
12,4 



8.2 



8 9 

•7,2 V 

4.6 

3:3 
6.4 



Percent of total increase 



Wages' and prices. 
Services ............ 



52,2 
47,8 



473 

* 52.7 



57 3 
42.7 



65.7 
34,3 



594 
40.6 



64.1 

39.9 



Statistics calculated on 1 per patient day basis; statistics for all other periods are calculated on a per adjusted patient day basis; The latter includes an 
ipproximation of equivalent services to outpatients, ' / •'■ ■ ,". * = • 

Nonlabof expenseSiSueh as X-rays , laboratory tests, etc, * ' 

iOTE: For 1 971 -7fl^ employee benefits are included as part of the wage component of total hoso/fal expenses. Previously, they y^ere : included in the service 
^mponent. As these benefits amount to a sizable portion of total hospital expenses (7,4 percent (in 1878), this impacts on the distribution among contributing 
actors to hospital expenses; ■ ■". '. '■ ■ 



►OUBCES: American Hospital 
^f/ca Index, Various releases. 




iation; Hospital Statistics, 1979 Edition, Chicago, 1973; Bureau 0? 




r Statistics, U.S. Department of Labor; Consumer 
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TtMt m NuMng Mm twig* nwitoy chug* ang p«wrt MfaMon ef itMints, Kftrdng to primwy mm of ppMb and Ntocted Hdltty 

amMm UntW Silt* U73-74 md1«77 

on a lampli of nursing homM) ' 




4 r 



r _ Nonprofit an0goyem(Mnt.< 
Certlfieallan 3 




Noteirtifiid,, 



Mmfj 



Im than 50 bads . 

50-99 bads i,; 

100-198 beds,.....,, 



ile region 



Nerth Central, 
■ South 



mm. 



tm 



Om 
income 



I 



tenet) 
welfare 



mm 



Om 



mllate 



other 
mm: 



! 479 


Mil 


I 

$754 


1503 


#381 


8225 ■ 


ifWy etaj 
$889 


je 1 

. $690 


$1,167 


V 

$720 


$506 


. $440 


489 


525 


jj 

754 


486 


373 


406 


Wo 


686 


1,048 ■' 


677 . 


501. 


582 


456 


427 


•751 


556 


317 


136 . 


Y32 


698 


1,325 


828 


m 


. 324 


566 


585 


765 


fflr 


X488 

\ 


.■ 290. 




366 


1,136 


955 


575 


606 


114 


§21, 


719 


,513 


482 


S 396 / 


762 


800 


1,196 


739 


623 


830 


376 


388 


Ml 


375 




•389) 


558. 


567 




583 


479 


•456 


m 


377 








.• •89 


390 


447 






401 


•156 


m 


423 


'625 


431 


296 


•128 . 


546 


516 


•889 


663 


394 


•295 


44S 


484 


•781 


.'441 


358 


136 


843 


688 


•1,141 


834 


493 


468 

' 551 


502 


523 


787) 


508 


414 


256 


706 


721 


1,242 


691 ■ 


573 


176 


506 


•689 1 


656 . 


496 

i 


307 


837 


813 


♦1,179 


925 


602 


370 


651 


637 


•957 


718 


538 


131. 


916 


909 


1,369 


975 


* 

•511 


' 395 


433 


449 


•738 


454 


m 


252 


640 


852 


•1,160 


639 


137 


524 


410 


452 


•616, 


408 


306 


■ , 278 


585 


585 


•1,096 


619 


452 


342 


454 


487 


•672 


442 


323 


•314 


653 


663 


•883 


663 


564 


•499 



S^foolngtHiiindoitabli, 



<*W*l»«lc« UBIW Mn, 11^.74 »d ) 



Skilled nursing facility. 
Skilled nursing and 

Intermediate facility ,, . 



size 



50-99 beds 

100-199 beds 

200 bids or more. . 



end tetected fidllty 



(Data are^bawd a sam^ of nu^ ng horn) 

mm 




100,0 
100,0 
100.0 



100,0 
100,0 
100.0 



36.9 

2§.,8 
35.fi 
50.6 



41.5 
-371 
36,3 
30.7 



1,0 
1,1 



♦0.6 
01 
1.3 

'1,3 



53,6 

59.7 
53.1 



11,0 




100.0 


375 


1,7 


122 




7.100,0 


40.4 


.2.7 


5,3 


u 


100,0 ,« 


41,5 




7.6 

9,7 


1,8 
1.4, 


100.0 ; 

100,0 ' 


31,6 
36,3 


i 

2.6 



39.3 ' 10.2 1; ,;:1OO,0 64,2 



37.1 
47,9 
50,8 
51,6 



17,5 
10,9 
! |j 
12,3 



3,4 
25 



100,0 
100,0 



2.8 100.0 
4.1 100,0 



49,8 
39.5 
38.4 
28.6 



,41,4 

58,3 
55.3 



7.7 

3.2 
5.3 

m 



,4,8 

4,1 
3.1 
18.7 



'1.8 


32,7 


105 


,.5,4 


•1,2 


485 


. 8,1 


,4J 


2,6 . 


50,4 


4.8 


"'4,0 



23 55,5 * 4.6 



'North Central. 
South,. ;,„„. 
WBSt..;„„;„, 



100.0. 


[ 30,6 1.4 53.2 10,5 


4,6 


ipo,o ■ 


44,4 0,8 35,8 Hi 


3,0 


1000 


310 1,1 55,2 103 


u 


100,0 


■ 37,1 '1,2 §4,6 4,6 


1.9 



100.0 



100,0 



34.0 3,3 


1 53,3 


38 


5,1 


44.5 1,5 


42,1 


6,5 


5.4 


32.2 »U 


52,5 


82 


5.7 


41,3 2.5 


44,7 , 


8,7 


4,8 




SOURCES: National Center for Health StaHtfct: Chafgas for can and mm „, m 

mi m mm mm wm m »; chew pub. no. ps) 71-1713 m 

innmry mm United Stiles, by J F Van Nestrand, A. Zappela and E Hhg it n 
Government Printing Office July 1979. 



Staes, National Nursing mm Survey, August i973=Aprll 1974 by i King 

U.S 



Stmm. Series 13* 43, DHEWPUb. No. (PHSjilTSi'i 



ERJCQ 



. L i 



I V * (Data are compiled by the Health Care Financing Adn 



1 



1865 



Hospital ari.,.,M, 
Physician services 




Nursing home bn./.n. 
Other health services.... 

1970 




clan services , 



Dttiir -pfofeNional aarvlcN..,.!. 

Drugs and drug sundries , 

Eyeglass an 



Nursing home care, 



Mi 



Other mii\h strviOM..... „ r ,<„ 



19T6 I 



Physician aarvieas 

Dentist services. 

Othif prof^onil services. 

Drugs and drug sundries. 

Nursing hofnt We . 
Other health strvieit, „„.„., 









■/ Pu ■ 


Source of piymnt 


, Da* 1 

rff 


Source c 




f nr 








. Public 




Ptimb 


! Public 


irnoynr 


Prime 


Pubic 




'Pirntd 


PvWq 




PsFcent 


of tofil 






M of total 


- i 

J 


>Pmmt oftottl. 




Pvceni 


of total 


$188.43 


7S9 


21 1 

£1.1 




84,5 


15.5 


w 

ifilp,S6 


80,8 


19,2 


$472.31 


70.1 ' 


' 23,9 


'•' 70.46 


61.3 


38.7 


22.51 


64,2 


35.8 


87.24 


64.6 . 


35.4 


175.12 


50.9 


49.1 


42.85 


93.1 


6.9 


22.27 


177- 


23 


49.21 


: 91.6 


8.4 • 


92.50 


30,1 


6,i 


14.20 


88.3. 


• 1.7 

■ ? i,i ■ ■ 


10.04 


97.5 


2.5 


17.85 


99.0 


1.0 


11.30 


, 94,4 


5.6, 


5,21, 


,96.4- , 


3.6 


1,78 




4^ 


6,41 


96.4 


3.6 


P 


96,7 


3,3 


29.18 


96,6 ■ ■ 


•.3.4 


18.17 




1.1 


31,60 


98,0 


' 2,0 4 


61.14 


89.7 


10.3 


9.44 


96.3 


i 1.6 


3,98 


98,7 


. 1.3 


12.78 


98.2 


:• 1.8 


13.63 


99,2 


0.8 


10.48 


85.6.' 1 


34.4 


— 






2,42 


'70,0 


30.0 


97.19 


65.0 


350 .: 


8,60. 


32.9 


67.1 

* • 


4.29 


12.4 


87.6 


8.07 


'. 45.5 


54.5 


7.99 


8.6 


91.4 










78.1 


23.9 


1337,27 


75.4 


24,6 


' $853,81 


38.8 


61.2 


133.39 


47,8 


52.4 


45.72 


m 


41.6 


153.21 


60,2 I 


31,8 


348 74 


11,4 


88.6 


68,81 


78,6 


21.6 


36.39 




■ in i 


75$ 


■ 69,0 


11.0 


149.80 


38,5 


61,5 


2280 ■, 


•95.3 


4.7 


15,80 


93,5 


61 


.27.88 


96.2 


3.8 


20.42 


93.5 , 


61 


7.70 


86.1 


13,9 


243 


78.6 


21.4 


9.05 


92,6 | 


7.4 


19.23 


73.3 


26.7 


4034 


94,2 


6.8 , 


25.03 


914 


3.6 


42,42 


15,6 


4.4 


65.63 


86.0 


12.0 


10.07 


94.9 


5.1 ' 


4.11 


96,1 


3J 


13.16 


96.9 


3,1 


15.03 


619 


16.1 


22,44 


51,2 


46.8 


,81 




,100,0 


4.18 


29.7 


70.3 


204,87 


54.4 ' 


45,6 


9.90 


281,. 


H 


7.39 


10.3 


89.7 

1 > 


11.48 


39.9 


60.1 


, 10.09 


8.9 


91,2 


$602,45 


W.J 


wf. I 




71.1 •« 


; 28.9 J 


Iw4,i1 


71,1 


26.9 $1,623.18 


35.5 


64.5 


272.69 


45,2 


54,8 


83,92 


54,4 


45,6 


300.75 ' 


58.5 


41,5 


702,80 


11.2 


88.8 


126.11 


74.5 


25.5 


59.55 


821 


17.1 


135.52 


84.7 


15,3 


280,39 


42,2 


57,8 


46,19 


95,1 


4,8 


30.94 


90.4 


9.6 


55.40 


96.7 


3,3 


43.66 


95,5 


4,5 


14.60 


79.5 


20,5 


4.40 


63,1 


36.9 


16.66 


89.7 


10.3 


34,91 


59,9 


' 40.1 


58.40 


91,1 


8.9 


34.62 


93.6 


.6,4 


61.10 


93,0 


7,0 


111,07 


83.3 


ki 


14.60 


911 


8.1 


5.83 


95,4 


4.6 


18.40 


95,5 


4.5 


21.12 


72,9 


27.3 , 


52.22 


44,6 


55,4 . 


,77 




100,0 


16.04 


20,6 


79,4 * 


404.96 


50.0 


50.0* 


■17.64 


25.7 


74.3 


12,32 


10,7 


89.3 


20.43 


34,1 


65,9 


18.97 


6,1 • 


93,1 




DenM ssrvlc^ 

preMoml unto*,. 




Nursing homt cir© , 




as^f Mite We ^ ^ ^ ^ 

il , . : — — 

Percent of total 

0 76 71,2 • 218 $1,821,14 38.1 



307.13 



18,11 



'Aditfnistatfm, Kington, U.S. Gmlfflment Writing pfflee, S 



174.48 61,0 39,0 $258.77 . 71,8 28.5 




461 


54,4 


92.84 


54.6 


45,4 ' 334J5' 
15,6 148,66 


59.2 


40.8 


794.72 


74.1 


25.9 


67.61 


84:4 


84,5 


k 16,5 


320.59 


95.7 


4,3 


35.33 


91,4 


8,6. 62,86 


91,9 J 


' 3.1 


49,96 


77.3 


22.7 


4.18 


■419 


: 51,1 18.99 


88,5' 


11.5 


39.53 


91.3 


8,7 


37.19 


94,2 


51 65,02 . 


93.0 1 


7.0 


123,69 


91.4 


8.6 

54,5 1 


6.22 


95,2 


4.8 19.57 


95.4 


4.6 
'79.8 


22,50 


48,5 


.86 


3.3 


96,7 19,36 


20.2 


456.18 


27.1 


721 


13.72 


10,6 


19,4 21,36 


35.1 _ 


64,9 


13,96 


81.3 


38,7 


$286,07 


71,3 


28.7 $763.96 


' 1 
71.4 , f 


216 t 


1026.19 



12.0 
41.8 
96.1 
59.0 
84.2 
69,9 
51.5 
10,0 



36,9 



53,8 


101,76* 


.54.2 


454 


26,1 


'71.08 


' 64,0 


16.0 


4.1 


. 40.01 


91,6 . 


8.4 


22,7 
11 


5.73 


48.5 


51 ,5 


9,2 


40.63 1 
6.92 


93.9 
1 96.4 , 


6,1 
4.6 


53,1 


1.00 


/ 1.5 


98,5 


72,9 


14,97 


10.9 


39,1 



16156 
70.75 
21.58 
70.02 

'21.62. 
23.67 
22.77 



59.9 
84.3 
97,1 
89.0 
911 
95,2 
19.6 
35,0 



40.1 
15,7 
2.9 
11,0 
6,9 
4.8 
80.4 
65.0 



863,86 
365,70 

56,76 

44.74 
132.61 

24,83 
518.14 

14,53 



12,5 
.40.6 
96, 
57.9 
64,4 
• 66,9 



,0 



9.9 



i an spading, 1171, by G,B, Rsrw, Hw/ffi Cm flmmg Rsi#tK HGFA Pub. No 03045 

1 



63.9 



58.2 
3,9 
41,0 
15.8 
30.1 
415 
90,0 



83.2 



87,5 
59.4 
3,3 
42=1 
15,6 
33.2 
46.2 
90.1 
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ip^Kum ini piM dlefrUArtkxi for pWeona 65 yNfi of igi ind ^ according to type of service: 
Untied States, eeJeded years 1967-78 _ : ' 

■ -<Data are compiled by the Health Care Financing Administration) 5 



Type of service 



\J 



1967 



1970 



1976* 



1977 



Amount in millions 



Total 



^ AIL services , . 

Hospital care,,,./.. 
Physician services . 
Nursing home care 
Other services 1 ..... 



1978 



................ S4;550 


$7,099 


$16,313 


$19,141 


$21,775 




Percent distribution 




.....,..,.,,.7,,. 100.0 


ioao 


100,0 


100,0 


100.0 


67.4 


70.1 - ; 


74.1 


73.8 


72.6 


................. .■ 25,3 


24,2 


21.3 ' 


21.6 


.,!' 22.8 


..,.. v ... ....... 6.2 


3.7 


2,0 


1,9 


4 1,7 


................. 1.1 


2,0 


2.6 


2,7 


23 



1 Other services include home health agencies, heme health service, eyeglasses and appliances, and other professional services • 
SOURCES: Office of Research and Statistics: Compendium of National Health Expenditure Data. DHEW Pub No <S5A) 76*11127 Social Security 
Administration, Washington, U.S. Government Printing Office, Jan. 1976; Office of Research, Demonstrations, and Statistics: Age differences in health care 
speneing, Ii7i, by C R Fisher. Health Care Financing Review. HCFA Pub, No, S304S. Health Care Financing Administration Washington U S Government 
Printing Office. Spring i960. > . j 



..J 



3 



■r 



J 



: / 



X 

i 




ex pend itu res 1 and pMMl dfstrtbtitHm, a cc or d in g to type of eervtee: UnlHd 

(Data are compiled from State and FederaJ Government aounsea) 



7>p#. of swrfcm 



■electad yesva 1987-78 



Vew 





f$7p 


TOT 


1977 


1978** 




Amount^ In millions 






$2,827 


$S,SQ1 


$14,849 $16,657^ 


$18,366 




Percent distribution 






,100,0 


100.0 


100.0 


100,0 


100.0 


39.9 


43.3 


38.3 


38,6 


37,3 


11.0 


122 


11,8 - 


11,3 


11,2 


4,1 


3,3 


2,6 


2.4 


2,4 


1=5 


M.3 


1.9 


2,0 


11 2.1 


7.4 




6,7 


6.2 


X 6,1 


32.1 


' 27,5 


36.5 


37.5 


39.5 


4,0 


r 4.5 


2,3 


1.9 


1,3 



Total 



All sarvto^v 

Hospital care. 
Physician services \ 
Dentist services , 
Other prof essJonai 
Drugs and drug wuh 
NunJng noma care \ 
,Ottw health 



■ * *4r ■ - ■ ■ 



1 Expenditure* from Fe 
*Pr*limJrwy astimate*- 
Kn^aerviceo include la 

SOURCES: Office of 
Administration. Washin 
1978, by R.M. Gibson, 
Office, Summer 1979, 



, Stats, and local funds under Medicaid, includes per capita payment for Part B of Medicare and excludes administrative costs, 

lory and radiological services, horns health, and family planning servicer ■ * 

and StatisUes; G&npandium of National Haafm mtpantiiium Oafa PHEW Pub, No. (SSA) 7fr>¥l927. Social Security 
U S Ckivwnmwt Printing Office, Jan. 1976; Office of Research, BemortstmHons, and Statistics: National heajtii expenditures, 
i(th Can* Flnandng Rmfow. HCFA Pub, No, 03002 g-79, Health Oars Financing Administration Washington. U,S, Government Printing 
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Introduction 

■ 

- This report consolidates the most current data on 
the health of the population of the United States, the 
availability and use of health resources, and health 
care expenditures. The information was obtained' 
from the data files and/or published reports of many 
governmental and nongovernmental agencies and or- 
ganizations. In each case, the sponsoring agency or" 
organization collected data using its own methods 
and procedures; Therefore, the data in <this report 
^vary considerably with respect to source, method of 
collection, definitions,* and reference period. 

In most instances, data .referred to in the detailed 
tables are from the ongoing data collection systems 
of the National Center for Health-Statistics (NCHS). 
Unless otherwise noted, the Health Status and 
Determinants, Utilization of Health Resources, and 
Health Cafe Resources-Facilities data are based on 
NCHS data systems. Health Care Resources- 
Manpower data come .primarily from the Bureau of 
Health Professions, Health Resources Administra- 
tion, and the American Medical Association. Much 
1 of the Health Care Expenditures data was compiled 
by the Office of Research, Demonstrations, and 
Statistics, Health Care Financing Administration. , 

Although a detailed description and comprehen- 
sive evaluation of each data source is beyond the 
scope of this appendix, users should be aware of the 
general strengths ^nd weaknesses .of the different 
— data collection systems. For example, population- 
based surveys obtain socioeconomic data, data on 
family characteristics, and information on the impact 
of an illness, such as days lost from work or limita- 
tion of activity. However, they are limited by the 
amount of information a respondent remembers or is 
willing to report. Detailed medical information such 
as precise diagnoses or the typas of operations per- 
formed may not be known and so will not be report- 
ed. Conversely, health care providers, such as physi- 
cians hospitals, usually have good diagnostic 
information but little or no information about the 
socioeconomic characteristics of individuals or the 
impact of an illness on the individual. 



The population covered by different, data collec- 
tion systems may nonbe the same^ and understand' 
ing the differences is critical to interpreting the data. 
Data on vital statistics and national expenditures cov- 
er the entire population. Most data on morbidity and 
utilization of health resources cover only the civilian 
noninstitutionalized population. Thus, statistics are 
not included for military personnel, who are usually 
young; for institutionalized people, who may be of 
any age; or nursing home residents, 4 who are usually 
old. 

All data collection systems are subject to error, 
y and records may be incomplete of contain inaccurate 
information. People may not remember essential in- 
formation, a question may not mean the same thing 
to different respondents, and some institutions or in- 
dividuals may not respond at all. The sponsoring 
agencies do the best they can, but it is not always, 
possible to measure the magnitude of these errors or 
their mi pact on the data. Where possible, the tables 
have notes describing the universe and the method 
of data collection to enable the user to place his or 
her own evaluation on the data. In many instances, 
data do not add to totals because of rounding. 

' * . ' ''.>■'■ - - 

Statistics based on samples have sampling errors 

*jn addition to those types of errors mentioned above, 
A sampling error is a measure of the variability in- 
troduced because only a sample of the universe was 
taken, The fact that a sample has an additional 

Source of error does not mean that sample data are 
(ess reliable than full-count data. Frequently, the 
money saved by taking only a sample is spent on 
reducing other forms of error through more pretest- 
ing of survey forms, better quality control, and other 
measures, _ 

The descriptive summaries that follow provide a 
general overview of study design, methods of data 
collection, and reliability and validity of the data. 
More complete and detailed discussions are Chund in 
the publications referenced at the end of each sum- 
mary. The data set or source is listed under the agen- 
cy or organization that sponsored the daukeollection. 



DEPARTMENT OF HEALTH 
AND HUMAN SERVICES 

Public Health Service 

OFFICEIOF HEALTH RESEARCH, 
STATISTICS, AND TECHNOLOGY 

National Center for Health Statistics 

National Vital Registration System 

The vital registration system of the National 
Center for Health Statistics (NCHS) collects and 
publishes data on births, deaths, marriages, andM- 
f vprces in the United States, Fetal deaths are classi- 
fied and tabulated separately from other deaths. The 
, Division of Vital Statistics obtains information on 
births and deaths from the registration offices of all 
States, New York City which' performs its own data 
collection, the District of Columbia, Puerto Rico, the 
U.S. Virgin Islands, and Guam, Geographic ^overage 
for births and deaths has been complete since 1933. 

Until 19^2, microfilm copies of all death certifi- 
cates and a 50- percent sample of birth certificates 
were received from all registration areas and proc- 
essed by NCHS, Beginning in 1972, some States be- 
gan sending their data to NCHS through the 
Cooperative Health Statistics System (CHSS). States 
that participate in the CHSS program process 100 
percent of their death'Hind birth, records and send the 
entire data file to NCHS on computer tape, The 
number of participating States has grown from 6 in 
1972 to 44 in 1979, , * 

The standard certificates of birth, death, and fetal 
death recommended by NCHS are modified in each 
registration area to s$rve the area's needs. However, 
most certificates conform closely in content and ar- 
rangement to the standard certificate, and all certifi- 
cates contain a minimum data set specified by 
NCHS. 

In most areas, practically all births and deaths are 
registered. The most recent survey of the complete- 
ness of birth registration, conducted on a sample of 
births from 1964 to 1968, showed thai 99,3 percent 
Of all births* in the United States during that period 
were registered. No comparable information is avail- 
able for deaths, but it is generally believed that death 
registration *in the United States is at least as com- 
plete as birth registration. However, there are isolat- 
ed areas in the ; United States where underreporting 
of births and deaths may be severe enough to affect 
the validity of local statistics. 

For more information, see: National Center for 
Health Statistics, Vital Statistics of the United States, 



J 976, Vol I, DHHS Pub. No! (PHSj 80^1103 and 
Vol II, Part A, DHEW Pub, No, (PUS) 79-1 1 14, 
Public Health Service, Washington,'. U.S. Govern- 
ment Printing Office, I'980 'and. 1979. 

National Survey of Family Growth 

• Data from the National Survey of Family Growth 
(NSFG) are based on a' five-stage are;| probability 
sample of civilian noninstitutionallzed "wtmen living 
in households in the coterminous United States who 
are 15-44 years of age and who are currently mar- 
ried, previously married, or never rrfarried but have 
offspring living in ,the household, 
•The counties and independent. cities of the Unitecf 
' States were combined to form a frame of primary 
sampling* units (PSU's), and 101 PSU\s were selected 
as the first-stage sample for Cycle I of NSFG, con- 
ducted from June 1973 to February 1974, The next 
three stages produced a clustered sample of 28,998 
households within the 101 PSlPs. At 26,028 of these 
households (89.8 percent), a household screener in- 
terview was completed. These screeners produced a 
* fifth-stage sample of 10,879 eligible women,, of which 
9,797 were interviewed. 

Cycle II of NSKj was conducted from January to 
September 1976, Tnh^ample design was basically the 
same as it was in Cycle I, The sample consisted of 
27,162 households in 79 PSU's, Household screener 
interviews were completed at 25,479 of these house- 
holds (93,8 percent). Of the 10,202 eligible women 
in the sample, 8,611 were interviewed. 

la order to produce estimates for the entire popu- 
lation of eligible women in the United States, data, 
for the interviewed sample women were inflated by 
the reciprocal of the probability of selection at each 
stage of sampling and adjusted for both screener and 
interview no n response. In addition, estimates for 
ever-married women in 12 ^age and race categories 
were postsiratified to benchmark population values 
based on data from the Current Population Survey of 
the U,S. Bureau of the Census, 

Quality control procedures for interviewer selec- 
tion, interviewer training, field listing, and data proc- 
essing were built into NSFG to minimize nonsam- 
pling error and bias. In addition, the nonresponse 
adjustments in the estimator were designed to 
minimize the effect of nonresponse bias by assigning 
to nonrespondents the characteristics of similar 
respondents. Sampling errors for NSFG - were es- 
timated by balanced Half-sample replication, 

Discussion of the balanced half-sample technique, 
summary sampling error charts, arid detailed infor- 
mation on the NSFG sample design are available in 
the followMg reports: National Center for Health 
Statistics, (National Survey of Family Growth, Cycle 
I, sample j design, estimation procedures, and vari- 
ance estimation, by D, K. French, Vital and Health 



Statistics; Series 2-N0.76." DHEW Pub, No, (PHS) ' 
7|T350, Public Health Service, Washington, U.S. 
Government Printing Office, Jan. 1978, and Nation- 
al Center for Health Statistics, National Survey of 
Family Growth, Cycle II, sample design, estimation 
procedures, and variance estimation, by W.R. 
Grady, Vital and Health Statistics, Series 2-No. 87, 
DHHS Pub, No, (PHS) 80-1361, Public Hfealth Serv^ 
Ice, Washington, U.S. Government Printing Office, * 

* to be published, 4 

• National Health Interview Survey 

■ The National Health Interview Survey (NHI5) is a 
continuing nationwitv sample survey in which data 
are collected through personal household interviews. 
Information is obtained on persona) and demographic 
characteristics, illnesses, injuries, * impairments, 
chronic conditions, utilization r of health resources, 
and other health topics. The household questionnaire 
is reviewed each year, with supplementltrtopics being 
added or deleted. For most topics, data are collected 
over an entire calendar year. The universe for NfllS 
■ ' is the civilian noninstitutionalized population of the 
United States! Members of the Armed Forces, U.S. 
. nationals living in foreign countries, and persons 
who died during the reference period are excluded. 

The survey is based on a multistage, probability j 
cluster sample of 376 primary sampling units selected 
from approximately 1,900 geographically defined 
units in the first stage, and 12,000 segments contain- 
ing about 42,000 eligible occupied households in the 
final stage. The usual NHIS sample is about 111,000 
persons in 41,000 interviewed households in a year. 
The response rate is ordinarily about 96 percent of 
the eligible households. National estimates are based 
on a four-stage estimation procedure involving infla- 
tion by- the reciprocal of the probability of selection, 
a rionresponse adjustment,^ ratio adjustment; and 
poststratifieation, * 

For mbre detailed information on NHIS design," 
limitations of data, and sampling errors of the esti- 
mates, see: -National Center for Health Statistics, 
Current estimates from the National Health Inter- 
view Survey, United States, 1978, by J, D, Givens, 
Vitahand Health Statistics, Series 10-No. 130, DHEW 
Pub, No. (PHS) 80-1551, Public : Healtlv Service, 
Washington, U.S. Government Printing Office, Nov, 
1979, ~ - 

National Health Examination Survey 

. / The National Health Examination Survey (NHES) 
is a continuing nationwide sample survey conducted 
by the National Center for Health Statistics^n which 
data for determining the health status of the popula- 
tion are collected through clirect standardized physi- 
cal examinations, clinical and laboratory tests, and 
measurements. The content of the NHES program is 
revised periodically, and selected components are 
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added or deleted to meet the current needs for 
health data of this type. 

For the first cycle of the National Health Exami- 
nation Survey (NHES I), 1960-62, data were collect- 
ed on the total prevalence of certain chronic diseases 
as well as the distributions of various physical and 
physiological measures, including blood pressure and 
serum cholesterol levels, A highly stratified, multi- 
stage probability sample of 7,710 adults, of whom 
86,5 percent were* examined, was selected tcf 
represent the 111 miWon civilian noninstitutionalized 
adults 18-79 years of age in the United States at that 
time. The sample areas consisted of 42 primary sam- 
pling units (PSUY) from the 1,900 geographic units. 

The second and third cycles (NHES II and NHES 
III) were targeted ab children 6-11 years of age and 
youths 12-17 years of age, respectively. The sample 
designs for both samples were virtually identical with 
the same 40 primary sampling units (PSUY) selected 
from the nearly 1,900 primary sampling units 
(PSU's) into which the United States had been di- 
vided, NHES ,11, 1963-1965, utilized a highly strati-., 
fled, multistage probability sample of 7,417 children, 
of whom 96 percent were examined to represent the 
29 million children 6-1 1 years of age in the civilian 
noninstitutionalized population of the United States 
at the midpoint of the survey. In NHES III, 1966- 
1970, 90 percent of the sample of 7,514 youths were 
examined, representing the 23 million youths 12-17 
years oPage in the civilian noninstitutionalized popu- 
lation of the United States at the time of the survey. 
Because the sample design was the same as that em- 
ployed in NHES II, nearly one-third of those youths 
examined in NHES III had also been examined as 
children in the earlier survey. 

The primary emphasis of both Cycle II and Cycle 
III was on various measurements of growth and 
development, , but screening was also done for heart 
disease, . congenital abnormalities, tye, nose, and 
throat diseases, and neuromusculoskeletal disorders. 
Information was obtained from each examinee by 
means of a household interview; detailed question- 
naires for medical and developmental histories; a 
school questionnaire; medical, dental, and psycholog- 
ical examinations, vision arid hearing tests; anthro- 
pometric measurements; and certain X-rays and lab- 
oratory tests. 

In- 1971, a nutrition surveillance component was 
added and the survey name was changed to the Na- 
tional Health and Nutrition Examination Survey. 

For further information on NHES I, see: National 
Center for Health Statistics, Cycle I of the National 
Health Examination Survey, sample and response, 
United States, 1960-1962, T. Gordon and H. W. 
Miller,. Vital and Health Statistics, PHS Pub, No. 
lOOO-Series 1 1-No, I, Public Health Service, Wash- 
ington, US. Government Printing Office, Apr. 1964, 
and National Center for Health Statistics, Plan and 
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initial program of the Health Examination Survey, 
Vital and Health Statistics, DHEW Pub, No. (HRA) 
74-1038, Series I -No. 4, Health Resources Adminis- 
tration, Washington, U.S. Government Printing Of- 
fice, July 1965. * . 

For further information on NHES II, see: National 
Center for Health Statistics, Plan and operation and 
response results of a program of children.'* examina- 
tions, Vital and. Health Statistics, PHS Pub. No. 
1000-Series i-No, 5, Public Health Service, Wash- 
ington, U.S. Government Printing Office, Oct, 1967, 

For further information on NHES III, see: Nation- 
al Center for Health Statistics, Plan and operation of 
a National Health Examination Survey of U.S. 
youths 12-17 years of age, 'Vital and Health Statistics, 
DHEW Pub. No. (HRA) 75-101 8, Series 1-No. 8, 
Health Resources Administration, Washington, U.S. 
Government Printing Office, Sept, 1969. 

National Health and Nutrition 

Examination Survey ^ 

this survey collects health-related data that can be 
obtained only by direct physical examinations, clini- 
cal and laboratory tests, and related measurement 
procedures. In the first National Health and Nutri- 
tion Examination Survey (NHANEST), a major pur^ 
pose was to measure and monitor indicators of the 
nutritional status of the American people throUgh 
dietary intake data, biochemical tests, physical meas- 
urements^ and clinical assessments for evidence of 
nutritional deficiency. Detailed examinations- were 
given by dentists, ophthalmologists, and dermatolo- 
gists with an assessment of need for treatment. In 
addition, data were obtained for a subsample of 
adults on overall health care needs and behavior, and 
more detailed examination data were collected on 
cardiovascular, respiratory, arthritic, and hearing - 
conditions. 

The NHANES-I target population was the civilian 
noninstilutionalUed population 1-74 years of age 
residing in the coterminous United States, except for 
people residing on any of the reservation lands set 
| aside for the use of American Indians. The sample 
design was a multistage, stratified probability sample 
of^lusters of* persons in land-based segments. The 
sample areas consisted of. 65 primary sampling units ■ 
(PSU;s) selected from the 1,900 PSlTs in the coter- 
minous United States, A subsample of persons 25-74 
years of age was selected to receive the more detailed 
health examination. Groups at high risk of malnutri- 
tion were o versa m pled at known rates throughout 
the process. • 

Household interviews were completed for more 
than 96 percent - of the 28,043 persons selected for 
the ;NHANES^1 1 sample, and about " 75 ' percent 
(20,749) were examined between 1071 and 1974. 

The estimation procedure used la produce nation- 
al statistics involved inflation by reciprocals of the 
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probabilities of selection, adjustment for non- 
response, and poststratified ratio adjustment to popu- 
lation totals, Sampling errors also were estimated to 
measure the reliability of the statistics, ' 

For more information on NHANES-I, see: Na- 
tional Center lor Health Statistics, Plan and opera- 
tiontof the National Health and Nutrition Examina- 
tion 'Survey, United States, 1971 = 1973, by Hj W, 
Miller, Vital and Health Statistics, Series l'-Nos. 10a 
and 1 0b, DHEW Pub, No. (HSM) 73-1310, Health 
Services and Mental Health Administration, Wash- 
ington, U.S. Government Printing Office, Feb. 1973, 

4 . 1 - * 

National Master Facility Inventory, 

The National Master Facility Inventory (NMFI) is 
a comprehensive file of inpatient health facilities in" 
the United States, The three broad categories of fa- 
cilities in NMFI are hospitals, nursing and related 
care homes, and other custodial or remedial care fa- 
cilities. To be included in NMFI, hospitals must have 
at least six inpatient beds, and nursing and related 
care homes must have at least three inpatient beds, 

NMFI is kept current by/the periodic addition of 
names and addresses obtained from State licensing 
agencies for all newly established inpatient facilities. 
In addition, annual surveys of hospitals and periodic 
surveys of nursing homes and other facilities are 
conducted to update name and location, type of busi- 
ness, number of beds, and number of residents or 
patients in the facilities, 

From 196§ through 1975, the hospital survey was 
conducted in conjunction with the American Hospital 
Association u (AHA) Annual Survey of Hospitals, 
AHA performed the data collection for its member 
hospitals, while NCHS collected the data for the ap- 
proximately 400 non-AHA registered hospitals. Since 
1976, however, all of the data collection has been 
performed by AHA. 1 

Hospitals are requested [or report data for the full 
year ending September 30. More than half of. the 
responding hospitals used this reporting period' lor 
the 1977 Survey, The remaining hospitals used vari- 
ous other reporting periods. 

The nursing home and other facilities survey was 
conducted by the National Center for Health Statis- 
tics in 1963, 1967, 1969, 1971, 1973: and 1976, In 
1976, data for 16 States were collected at least par- 
tially through the Cooperative Health Statistics Sys- 
tem fCHSS). There* may Have been changes in data * 
collec^on procedures, coverage, definitions, and con- 
ceptsrin preliminary data from thqse 16 States in 
1976, * y 

The response rate for the 1978 hospital survey was 
about 92 percent. The response rate for the 1976 
nursing home and other facilities survey was about 
95 percent for the portion of the survey not conduct- 
ed through CHSS. 



Statistic derived from the hospital and nursing 
home and other facilities surveys were adjusted lor 
both facility and item nunresponsc. Missing items on 
the questionnaire were imputed, when possible, by 
* using .information reported Hy the same facility in a 
previous survey. When data were not available from 
a previous census for a responding facility, the data 
were imputed by using data from similar responding 
facilities. Similar facilities arc! defined as those with 
the same types; of business, ownership, service, and 
approximately the same bed side/ 

For* more detailed information on NMFI, see: Na- 
tional Center for Health Statistics,- Design and 
m e t h odd 1 ogy o t' -the 1967 M as le r Fac ility Invent o ry 
*S u r vey , by G . G . Mollis, Vim I \ a mi Hea hh Sta tjstit% 
PHS Pub, No:- ; jOOQ-Series I -No. 9, Public Health 
Service, Washington, L^S. Government Printing Of- 
fice, Jan. 1971. 

National Hospital Discharge SuKey 

The National Hospital Discharge Survey . (NHDS) 
is a continuing nationwide sample survey of short- 
stay hospitals in the, United States, The scope of 
NHDS encompasses patients discharged from nonin- 
stitutional hospitals, exclusive of military and 
Veterans Administration hospitals, located in the 50 
States and the District of Columbia, Only hospitals 
having" six beds or more for patient use and those in 
which the average length of stay for all patients is 
less than 30 days are- includec the survey, 
Although "all discharges of patients from these hospi- 
tals are within the scope of the survey, discharges of 
newborn infants from all hospitals 
all patients from Federal hospitals 
this report, ' 

The sample was selected from 
7,500 short-stay hospitals listed in the National Mas- 
ter Facility Inventory, A two-stage stratified sample 
design was used, and hospitals were stratified accord- 
ing to bed size and geographic region. The largest 
hospitals were, selected with certainty in the. sample, 
and the probability of selection of a 'hospital de- 
creased as the bed. size of the. hospital decreased, 
Within each sapiplc hospital, a systematic random 
sample of discharges was selected from' the daily list- 
ing sheet. The withjn-hospital sampling ratio for 
selecting discharges varied inversely with the proba- 
bility- of selection pf the hospital, so that the overall 
probability of selecting a discharge was approximately 
the same in each bed-size ■class. * I" 

Survey hospitals used, i\n abstract form to tran- 
scribe data from the lace sheet of hospital records. 
Forms .were, completed either by hospital- 1 staff or 
representatives of the National . (.'cuter for Health 
Statistics. \ 

The basic unit of estimation for NHDS was me 
sample patient abstract. The estimation procedure in- 
volved inflation by reciprocals of the probabilities of 
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selection, adjustment for nonresponding hospitals 
and missing abstracts; and ratio adjustments to fixed 
totals, Of the 535 hospitals selected tor the survey, 
487 were within tmSwfppc of the siirvey- and 413- 
participated in the survey in 1978, Data were 
abstracted from about 219*000 medical records, . 

For more detuflcd information on the design of 
NHDS and the magnitude of sampling errors associ- 
ated with NHDS estimates; see: National Center for 
Health Statistics, Utilization of short-stay hospitals, 
annual summary for the United States, 1978, by B. J, 
Haupt, Vital ami Health Statistics* . Series 46, 
DHEW Pub. No. (PHS) 80-1797, Public Health 
Service, Washington, U.S. Government Printing Of- 
fice, Mar, 1980, ; . ... , 

National Nursing Home Survey 

Two sample surveys were conducted by, the Na- 
tional Center for Health Statistics to obtain informa- 
tion on nursing homes, their expenditures, residents, 
stalT, and, jn the most recent survey, discharged pa- 
tients. The first survey was conducted between Au- 
gust 1973 and April 1974. The most recent National 
Nursing Home Survey (N*NHS) was conducted from 
May through December 1977. ' , 

Data on facilities were collected by personal inter- 
views with administrators; facility accountants com- 
pleted questionnaires on expenditures. Resident data 
were collected by a nurse familiar' with the' care pro-, 
vided to the resident. The nurse relied on the medi- 
cal record and personal knowledge of the residents. 
Employees completed a self-administered question- 
naire. Discharge data, collected only in the most re- 
cent NNHS, were based on information recorded in 
the medical record. 

For the initial survey conducted in 1 973-74, the 
universe included only those nursing homes that 
provided some level of nursing care. Thus, homes 
providing only personal or domiciliary care were ex- 
cluded. The sample of 2,118 homes was selected 
from the 17,685 homes that provided some level of 
nursing care and were listed* in the. 1971 Master Fa- 
cility "Inventory (M,FI) or those which opened for 
business in 1972, Data were obtained from about 
20,600 staff and 19,000* residents. Response rates 
were 97" percent for facilities, 88 percent for expendi- 
tures, 98 percent for residents, and 82 percent for 
staff. • 

The scope of the 1977 NNHS encompassed all 
type^of nursing honi.es, including personal care and - 
domiciliary care homes. The sample of about 1,700 
facilities was selected from 23,105 nursing homes in 
the sampling frame, which consisted of all homes 
listed in the 1973. MF! and those opening for busi- 
ness between 1973 and December 1976, Data were 
obtained from about 13,600 staff, 7, 000, residents, 
and 5,100 discharged residents, Response rates were 
95 percent for facilities, 85 percent for expenses, 81 
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percent for staff, 99 percent fqr residents, and 97 
percent for discharges** ^ 

Statistics from NNHS were derived by a ratio- 
, estimating procedure, Statistics were adjusted for 
failure of a hq'me io respond, failure to fill out one of 
the questionnaires, and failure to complete an item 
on a questionnaire. 

For more information on the 1973-74 NNHS, see: 
National Center ' for Health Statistics, Selected 
.operating and financial characteristics of nursing 
homes, United States, 1973-74 National Nursing 
Home Survey, by M R 4 Meiners, Vital and Health 
Statistics, Series 13-NG.22, DHEW Pub, No,- (HRA) 
76-1773/ Health- Resources' v Administration, Wash- 
ingjohj U.S. Government Printing Office, Dec. 
1975, For more information on the 1977 NNHS, see: 
National Center foe Heajth Statistics, The National . 
Nursing Home Survey, 1977 summary for the United 
Slates, by J,F. Van Nostrand, A, Zappojo, and E. 
Hing, et dl;,. Vital and Health Statistics, Series l*3-No. 
■43; &HEW Pub. No„ (PHS) 79-1794, Public Health 
Service, Washington/ U S, Government Printing Of- 
fice, July'1979. . -. 

National Ambulatory Medical Care Survey 

The Natiojjal Ambulatory Medical Care Survey 
(NAMCS) is a continuing national probability sample 
of ambulatory medical encounters., The scope of the 
survey covers physiciaft-paiient encounters in the of- 
fices of nonfederally employed physicians classified 
by the American Medical Association or American 
Osteopathic Association as "office-based, patient 
care" physicians. Excluded are visits to hospital- 
based physicians, visits to specialists in anesthesiolo- 
gy, pathology, and radiology-, and visits 10 physicians 
who are principally engaged in teaching, research, or 
Administration. Telephone contacts and nonoffice 
vhsits are^iilso excluded, , 

X^njuUfSTa^e probability design is employed. The 
first-stage' sample consists of 87 primary sampling , 
units (PgLTs) selected from about 1,900 such units 
into which the United States has been divided. In 
each sample PS U, a sample of practicing physicians is 
selected. The final. stage j n vo I ves/i selection within a 
randomly assigned 7 -day' reporting period, and, ihe 
selection of samples of patient visits during that 
period. 

For the 1978 survey, 3,007 physicians were select- 
ed for ihe sample, of whom 2,541 were found to be 
eligible for NAMCS and were asked 10 participate. A 
total* of 1,850 physicians (72.8 percent of those eligi- 
ble) participated in the study, providing data con- 
cerning a random sample of about 47,300 ..patient 
visits, 

The estimation procedure used in NAMCS basi- 
cally has three components: (1) inflation by recipro- 
cals of the probabilities of selection, (2) adjustment 



for nonresponse, and (3) ratio adjustment to "fixed 
totals. . 

s / For more detailed information on the design of 
NAMCS and the magnitude of sampling errors asso- 
ciated with NAMCS estimates, see; National Center 
for Health Statistics, 1977 summary, National Ambu- 
latory Medical Care Survey, by T. Ezzati and T. 
McLemore, Advance Data From Vital and Health 
Statistics, No, 48; DHEW, Puh^ No/ (PHS) 79-1 250, 
Public Health. .Service; 'Hyattsviltei Md., Apr. 13 
1979, ' / 

HEALTH RESOURCES 
ADMINISTRATION 

s 

Bureau, of Health Professions 

Medical Specialist Supply Projections 

In an ongoing effort, ihe Division of Health Pro- 
fessions Analysis, Bureau of Health- Professions 
(formerly the Bureau of Health Manpower), evalu- 
ates both the current and future supply of heafth 
manpower in the various occupations. 

The 1976 detailed supply of active physicians 
(M.D.\s) by age, sex, specialty, and country of medi- 
cal education — available on tape from the American 
Medical Association — was used as the starting point 
for projectiohs r of active physicians published in 1978, 
. The projections were derived essentially from two 
distinct estimation matrices. The first matrix pro- 
duced a "basic" projection of year-by-year future 
M . D> graduates and separations from the active 
workforce by country of medical education. Esti- 
mates of first-year enrollments, student attrition, 
other medical school-related trends, and a model of 
foreign and Canadian medical -graduate immigration 
were used. The second matfii -distributed the futUre 
graduates and separations by specialty, disaggregated 
by country of medical education. Projections of 
first-year residency trends were used, and deaths and 
retirements of active practitioners were distributed 
among the specialties proportionate to the supply in • 
each specialty as of 1974, Mortality and retirement 
losses were computed by 5 -year age cohort on an an- 
nual basis, using age, distributions and mortality and 
retirement rates from AM A data, 

For^ more information, see: Bureau of Health 
Manpower, The Current and Future Supply of Physi- 
cians and Physician Specialists, DHEW Pub, No, 
(HRA) 79-13, Health Resources Administration, Hy- 
attsville, Md,, 1979, 

• * 
Health Manpower Shortage Areas 

Designation of Health Manpower Shortage Areas 
is an ongoing activity of the Division of Health Pro- 
fessions Analysis, Bureau of Health Professions, 



\- Shortage areas are designated for seven' profes- 
sional categories in connection' with three Federal 
programs; the National Health Service Corps, Loan 
Repayment Programs, and Scholarship Programs; 

~The designations are also used to determine funding 
priorities for other programs, - 

Areas may be considered for shoriage area desig- 
nation by submitting arf application with supporting 
documentation to the Bureau of Wealth Professions. 
Criteria for designation are denned in Department 

, of Health and Human Services regulations. Interim 1 
regulations ^were s published inf the Code of Federal 
Regulations" (42 CFR Part 51 on Jan. 10, 1978, Final 

— regulations are currently being developed, 

For more information, write: Distribution Studies 
: Branch, -Division of Health Professions Analysis, 
Bureau of Health Professions, Health Resources Ad- 
ministration, 3700 East- West Highway, Hyaitsville, 
Md. 20782. • . 

CENTER FOR DISEASE CONTROL 

— Bureau of Epidemiology * 

National Morbidity Reporting System 

This is a system for collecting demographic, clini- 
cal, and laboratory data primarily from State and ter= 
; ritorial health agencies to provide national surveil- 
lance for conditions such as raises, aseptic menin- 
gitis, diphtheria, tetanus, encephalitis, foodborne 
outbreaks, and others. Completeness of reporting 
varies greatly, since not all cases receive medical care 
and not all treated conditions are reported. Reporting 
is voluntary.. , ' ! : / 

Estimates of underreporting, have been made for 
two diseases, measles and viral hepatitis/ It is gen- 
erally accepted that about 10=15 percent of all cases 
of measles that occur in the United Stales are report- 
ed to the Center for Disease Control (CDC). About 
15-20 percent of all cases of viral hepatitis are report- 
ed to CDC 

Depending on the disease, data are collected 
' weekly or monthly and are analyzed to detect epi- 
demiologic trends or to locate cases requiring control 
• efforts. Data are published weekly and summarized 
annually. For more information, • sA: Center for 
Disease Control, Reported morbidity and mortality 
in the United States, 1978, Morbidity and Mortality 
Weekly ' Report, 27(54), Sept, 1979, or write to 
Center for Disease Control, Ch ; f Consolidated Sur- 
veillance fc and Communications Activity, Bureau of 
Epidemiology, Atlanta, Ga. 30333, 

Abortion Surveillance ? 

The Center for Disease Control (CDC) acquires 
abortion service statistic^ by Stale of occurrence from 
two sourees=cemral health agencies and hospitals 
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i5 and facilities, Sfldee the initiation ,qf epidemiologic 
surveillance of abortion in 8 Status in d969, (h^ " : 
= number of' Slates from which statewide abortion data 
are reported 1 increased to 47 in 1978. Most of the 45 ; 
central health agencies have established direct report- 
ing systems, although a lew collected data by survey- 
* ing aibortibn facilities. Inquiries by CDC to hospitals 
, and facilities provided information for 4 States that 
did not collect statewide abortion data. ' 

The total number of abortions reported to CDC is 
about 1 8 percent less than the total estirtiated in- 
dependently by the Alari.Guttmaeher" Institute, the 
research and development division of the Planned 
Parenthood Federation of America, Inc. 

For* more information, see: Center for Disease 
Control, Abortion Surveillance. I ( JM\ Public Health 
Service, DHEW;" Atlanta, Ga., to be published, or 
write to Center for Disease Control, Director, Family 
Planning Evaluation Division, Bureau of Epidemiolo- 
gy, Atlanta, Ga, 30333, \ , 

Bureau of State Services 

Venereal Disease Control Division 

AH States require that each case of syphilis and 
gonorrhea that receives medical attention be reported 
to the Slate or local health officer. Chancroid, granu- 
loma inguinale, and lymphogranuloma venereum are 
also reportable in most States. Every 3 months, each 
State submits to the Public Health Service a statisti- 
cal summary of cases reported during the quarter. All 
cases not previously, reporttfd in tr^e Stale, regardless 
of duration of infection or previous treatment status, 
are counted in the statistical report of cases, Report- 
ed morbidity, as reported cases are sometimes called, 
indicates the result of case-detection activities, 

The trend of rales of reported cases of early 
syphilis over a period of years may indicate incidence 
trends if no significant changes have occurred in 
. case finding efjprts or completeness of ease reporting. 
Similarly, the trend of reported cases of syphilis in all 
stages of disease can indicate prevalence trends, sub- 
ject to the same limitations. Therefore, trends in 
reported cases and rates must be interpreted with 
caution since, they reflect not only changes in disease 
incidence and prevalence but also changes in case- 
finding efforts and completeness of case reporting. 

Cases of primary artU secondary syphilis are re- 
portable by law in all 50 States and the District of 
Columbia, but the reported cases, understate actual 
incidence b'cfoyjsc; (1) cases occur which are not di- 
agnosed in the primary W secondary stages, and (2) 
many diagnosed cases are not reported to/ the health 
departments. The Venereal Disease Control Divi- 
sion estimates that the actual incidence of primary 
and secondary syphilis was about 80,000 to 85,000 
9 cases in 1979, of which 24,874 were reported to 
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health- depigments/ A total 1^67^049 cases of 
' '^philis (all stages) were reported in 1979, 

In general, gonorrhea is underreported for the 
same reasons, as syphilis, Bui gonorrhea . is undeteeV 

. f 'ed much more frequently for women than for men 
because most infected women exhibit no evidence of 
infection, TJie Venereal Disease Control Division es- 

. timates that 1,6-2,0 million cases of gonorrhea oc- 
curred in the United States in 1979,- of whiffy^ 

,1,003,958 w^re= rfpofted to health departments,-, 

Dataware published annually )n SW Fact S&eit* 
(formerly VD Fact Sheet), For more information, 
see: Center for t Disease Control, STD Fact Sfwei, 

J97& 35th ed 5 , DHHS'Pub. No. (CDC) 80-8 195 
Public Health Service, Atlanta, Ga,, or write to 
Center for Disease Control; Bureau of State Services, 
Technical Information Services, Atlanta, C^a, 30333, 



LJ.S, Immunization Survey 

This system is i the result of a contractual agree- 
ment between the Center for Disease Control and 
the U.S. Bureau of the Census. Estimates from the 
Immunization Survey are based on data obtained 
during the third week^of each 1 September for a sub- 
sample of households interviewed for the Current 
Population Survey, which is described separately in 
this appendix; - • . 

.... The reporting system ^contains demographic vari- 
ables and vaccine history along with disease history 
when relevant to vaccine history. The system is used 
to estimate the immunization level of the NatiayTs 
child population against the vaccine preventable 
diseases; from time to time, immunization level data 
on the adult population are collected. * 

The scope of the U.S. Immunization Survey cov- 
ers -the 50 States and the District of Columbia, In the 
1978 sample, approximately 41,000 household units 
were included in the survey sample. Six thousand 
sample units were found to be vacant or otherwise 
ihot to 1)e interviewed, Of the approximately 35,000 
occupied households eligible for interview, about 
K500 were not interviewed because the occupants ei- 
ther were not at home after repeated calls or were 
unavailable for some other reason, 

/I he estimating procedure that was used involves 
the inflation of weighted sample results to indepen- 
dent estimates of the civilian noninstitutionalized 
population of the Uniled §tates by age and race. 

For more information, see; Center for Disease 
Contrn[, United States Immunization Survey, 1978, . 
DHEW Pub. No. (CDC) 79-8*221, Public Health 
Service, Atlanta, Oa„ July 1979, 



ALCOHOL, DRU4 ABUSE, 
AND MENTAL HEALTH 
ADMINISTRATION 

National Institute of Rental Health 

Surveys of Mental Health Facilities ; «= ; 

The Survey aad Reports Branch of the Division of 
Bio^etr>\an.d Epidemiology conducts several surveys 
of mental health facilities. Some of the data-in this 
report are derived from more than orte-df these sur- 
veys. The response "rate to most of the items on 
these surveys is relatively high (90 percent or better) 
as is the 'rate for data presented in this report. How- 
ever, for some survey items, the response rate may 
be somewhat lower. 

The Inventories of Mental Health Facilities are 
the primary source. for NIMH data used in this re- 
port. This data system is based on questionnaires 
mailed by January of each year to mental health fa r 
cjlities in* the /United States, including psychiatric 
, hospitals, non-Federal general hospitals with psychia- 
tric services, residential treatment centers for 
emotionally disturbed children, federally funded 
community mental health centers, freestanding out- 
patient psychiatric clinics, and other types of multi- 
service or day-night facilities, ^ 

Other surveys conducted by the Survey, and Re- 
ports Branch encompass saftiple surveys of patients 
coming under care in State, county, and private 
mental hospitals, outpatient psychiatric services, and 
general hospital inpatient psychiatric units. The pur- 
pose of these purveys is to determine the characteris- 
tics of patients served by these facilities, 

For more information, write: Survey and Reports 
Branch, Division of Biometry and Epidemiology,, Na- 
tional Institute of Mental Health, 5600 Fishers Lane, ' 

Rockville, Md. 20857, 
I. " 

HEALTH CARE FINANCING 
ADMINISTRATION 



Office of Research, Demonstrations, and 
Statistics 



Estimates of National Health Expenditures 

Estimates of public and private expenditures for 
health are compiled annually by type of expenditure 
and source of funds, The data for several Federal 
health programs ■ are taken from the Office of 
Management and Budget's special analysis of health 
programs, while data for the remaining Federal 
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health^programs axe supplied xlirectly^ by the various 

agerrcies: *■ .. 

: Estimates ; tor non-Federal expenditures come 
from an array of sources, \Ameriqan Hospital Associ- 
ation diytoi oh hospital finances, increased slightly to 
allow- foH^kieopaihic hospitals, are the primary ^ 
source tor estimates relating « to ; hospital care, Es- 
timated expenditures for the 'serviee^of dentists and; 
physicians in -private, practice are based on the gross 1 * 
income from self-employed practice reported to the 
Internal Revenue Service. The salaries of dentists 
and physicians on the staffs, of hospitals and hospital 
outpatient facilities are. considered a component of 
hospital care, Expenditures for the education and 
training of medical personnel are considered to be 
expenditures 4 : for education, and .where* they- can be 
separated, they are excluded from health expendi- 
tures. Expenditures for drugs, drug sundries, eye 
glasses, and appliances exclude those provided 
to inpatients, and are. estimated principally from the 
report of personal consumption expenditures in the 
O S. Department of Commerce's national income 
accounts in the SurvejAof Current* Business* Nursing 
home care expenditures by both' public arid, private 
sources are based on data from the National, Nursing 
Home purvey, conducted by the NationahCenter for,; 
Health Statistics; Data on the expenditures of private 
health insurance organizations came from a data 
series compiled by the Health Care Financing Ad- 
ministration. Expenditures for construction represent 
"value- put in place" for 1 hospitals, nursing homes, 
medical clinics, and medical -reseafeh facilities but * 
not for privkte office buildings providing office space 
/for private practitioners. ' . 

L Some, of the national health expenditures esti- 
mates have .been revised back to 1965 to reflect 
changes in basic "data sources, their interpretation, 
and improvements in methodology. For more specif- 
ic information on items included and excluded and 
on general methodology used, see: Gibson, R.M., 
National health expenditures, 1979/ Health Care 
Financing Review, Vol, 2, No. I, Summer 1980, 

DEPARTMENT OF COMMERCE 
Bureau of the Census ^ 

U.S, Census of Population 

The census of population has been taken in the 
United States every 10 years since 1 790. In the 1970 
aensus, basic demographic da (a' such as sex, race, 
age, and marital status were obtained from 100 per- 
cent of the enumerated population, In addition, 
information such as educational attainment, occu- 
pational status, and earnings were obtained from a 



20-percent sample/ More detinled^aUL^ucii as/pfevU 
ous : residence, veteran status, -pluce'tf work, and 
country of birth; of parents, were A , collected from a 
15-perc*ent -gam pie; "..a 5-pgf cent sample was asked 
about disability status; citizenship, length of mar- 
riage, vocational training, and, the like. Americans 
living overseas received^ supplerifental scheduled 

Detailed national data are tabulated and published, 
as are data for areas as spiall as census tracts. ■ * 

For information on undereoverage, see: US. 
Bureau of tlie Census, Estimates of Co verage , of the 
Population hi Sex, Rave, and Age, Demographic 
Analysis, "PHG(E)-4; for tables of sampling errors for 
sampled data, see: - Census of Population 7970, 
PC( 1 )-C, General Social and Ecojiomic Characteris- 
tics, Appendix C. 

Current Population Survey - 

■ The Current Population Survey (CPS) is a house- 
hold sample survey of the civilian noninstituiional- 4 
ized; population conducted monthjy ■* by the U.S. 
Bureau of the Census to provide estimates of em- 
ploy men t, unemployment, and other characteristics 
of the general labor force, the population as a whole, 
and various other subgroups of the popuiation, 

A list of housing units' from the>1970 census, sup- 
plemented by newly constructed units'* and house- 
holds known to be missed in the 1970 eensys, pro- 
vides the sampling frame in most areas for the 
jfaesemt CPS, In some ^rural locations, current house- 
hold listings of selected 'land areas serve as the 
frame. 

The present CPS sample is located in 461 areas 
comprising, 923 counties and independent cities with 
coverage in every State and the District of Columbia. 
In an average month during 1975, the number of 
housing units or living quarters designated for the 
national sample was about 58,000, of which about 
3,000 were, found to be nonexistent, demolished, .or 
no longer used as living quarters. Of the remaining 
55,000 units assigned for interview, about 45,000 
were interviewed households, 2,000 were/households 
at which the members were not available for inter- 
view, and" 8,000 wire. Jound.to be vacant, occupied 
by persons with usual residence elsewhere, or otherf 
wise hot eligible for interview,, 1 ^ 

The e s t i m a t i o fTp ro ee d u re used involves inflation 
by reciprocals of the probabilities of selection, adjust^ 
ment for no n response, and ratio adjustment, 

, For more information, see: U.S. Bureau of the 
Census, * The Current Population Survey, Design % a nil 
Methodology* Technical Paper 40, Wa|hingtoji, U,S^ 
Government Printing Office, Jan. l^yfe-v 



«' Population Estimates and Projections 

. National estimates are derived by use of decennial 
census data as benchmarks and of data available from 
various agencies as fi^bws: births and deaths (Public 
Health Service); immigrants (Immigration and Nat* 
i uralizaUon Service) ; the Armed Forces (Department 
of Defense); net movement between Puerto Rico 
and the U.S. mainland (Puerto Rico Planning 
Board); and: Federal employees ^abroad (bfflc6 of 
Personnel Management and Department of De- 
fense), State estimates are based on similar data and 
also on a variety of data series, including school 
statistics from State departments of education and 
parochial school systems. 

National population projections indicate the ap- 
proximate future level and characteristics of the pop- 
ulation under given assumptions as to future fertility, 
mortality, and net immigration. The method used to 
develop the projections involved preparation of pro- 
jections* of each of the components of population 
change—births, deaths, and net immigration— and 
the combination of these with July 1 estimates of the 
current population. Projections for'States and metro- 
politan areas incorporate Turthet- assumptions about 
population "redistribution through interarea migra- 
tion; • , 

Current; estimates and projections are generally 
consistent with official decennial census figures and 
do not reflect the amount of estimated decennial 
census underenumeration. 

For more information, see: U.S. Bureau of the 
Census, Projections of the population of the United 
States, 1977 to 2050, Current Population Reports, 
Series P-25, No. 704, Washington, U.S. Government 
Printing Office, 1977, 

DEPARTMENT OF LABOR 
Bureau of Labor Statistics 

Consumer Price Index » * 

The Consumer Price Index (CPI) is a monthly 
measure of price change for a fixed ^market basket^ 
of goods and services. It is revised periodically to 
take into account changes in what Americans buy 
and in the way they live*? The latest revision intro- 
duced (Da new CPI for all urban consumers, (2) a 
revision of the CPI for urban wage earners and cleri- 
cal workers, and (3) a modification of some 
categories within the nledical care component. The 
new indexes were introduced with the release of 
January 1978 data. 

In this report, all CPI data shown are for urban 
wage earners and clerical workers. Prices for 400 
items were obtained in urban portions of 39 major 



statistical areas and 17 .smaller cities that were 
chosen to ^represent air urban places in the United 
States. They were collected from about 18,000 
establishments— grocery and department stores* hos- 
pitals, filling stations, and other types of stores and 
service establishments, ; 

Prices of food, fuels, and a few other items were 
obtained every month in all 56 locations, Prices of 
most other commodities and services were collected- 
every month in the five largest areas and every 3 
months in other areas Prices of most goods and 
services were obtained by personal visits of the 
Bureau's trained representatives. Mail questionnaires 
were used to obtain local transit fares,%ublic utility 
rates, newspaper prices, fuel prices, and certain other 
items. 

Ih calculating the index, price changes for the 
various items in each location were averaged togeth- 
er with weights that represent their importance in the 
spending of all wage earners and clerical workers 
Local data were then combined to obtain a U.S. city 
average. Separate indexes were also published for 23 
areas, , < 

The index measures price changes from a desig- 
nated reference date— 1967— which equals 100, An 
, increase of 22 percent, for example, is shown as 122. 
This change can also /be expressed in dollars as fol- 
lows: The price of a base period "market basket" of 
goods and services bought by urban wage earners 
and clerical workers has risen from S10 in 1967 to 
$12.20. ' * ' 

For more information, -see: Bureau of Labor 
Statistics, Consumer Price Intjfx, Concepts and Content 
over "the Years, BLS Report 517, Washington, U.S. 
Government Printing Office, May 1978 

Employment and Earnings 

The Division of Industry ' Employment Statistics 
and the Division of Employment and Unemployment 
Analysis of the Bureau of Labor Statistics (BLS) 
publish data on employment and earnings, The data 
are collected by the Bureau of the Census, State Em- 
ployment Security Agencies, and State Departments 
of Labor in cooperation with BLS, . v 

The major data source is the Current Population 
Survey (CPS), a household interview survey con- 
ducted monthly by the Bureau of the Census to col- 
lect labor force data for BLS. CPS is described 
separately in this appendix. 

Data based on establishment records are also com- 
piled each month frpm mail questionnaires by BLS, 
in cooperation with State agencies. 

For more information, see: U,5, Department of 
Labor, Bureau of Labor Statistics, Employment and 
Earnings, January 1980, Vol, 27, No, 1, Washington, 
U.S. Government Printing Office, Jan, 1980. 
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ENVIRONMENTAL 
PROTECTION AGENGY^ 

National Aerometric Surveillance Network 

The Environmental Protection Agency (EPA), 
through extensive monitoring Of activities conducted 
by Federal, State, and local air pollution control 
agencres, collects data on the five pollutant! for 
which National Ambient Air Quality Standards have 
been set. These pollution control agencies submit 
data quarterly to EPA V National Aerometric Data 
Bank (NADB); There are about 3,400 total stations 
reporting, Data from some short-term or sporadic 
monitoring for such purposes as special studies and 
complaint investigations are usually not included in 
NADB because the data are not extensive enough to 
provide equitable comparisons with routine data from 
^permanent monitoring sites, 

For more information, see: Environmental Protec- 
tion Agency, National Air Pollutant Emission Esti- 
mates, 1970-78, EPA 450/4-80-002, Research Trian- 
gle Park, N.C., Jan, 1980, or write to Office of Air 
Quality Planning and Standards, Environmental Pro- 
tection Agency, Research Triangle Park, N.C. 27711. 

UNITED NATIONS 

Demographic Yearbook 

The Statistical Office of the United Nations 
prepares the Demographic Yearbook, a comprehensive 
collection of international demographic statistics. 

Questionnaires are sent annually ar^d monthly to 
more than 220 national statistical services and other 
appropriate government offices. Data forwarded on 
these questionnaires are supplemented, to the extent 
possible, by data taken from official national publica- 
tions and fay correspondence with the national statis- 
tical services. To ensure comparability, rates, ratios, 
and percentages have been calculated in the Statisti- 
cal Office of the United Nations, 

Lack of international comparability between esti- 
mates arises from differences in concepts, defini- 
tions, and time of data collection. The comparability 
of population data is affected by several factors, in- 
cluding (I) the definitions of the total population, 
(2) the definitions used to classify the population 
into its urban and rural components, (3) difficulties 
relating to age reporting, (4) the extent of over- or 
under-enumeration, and (5) the quality of population 
estimates. The completeness* and accuracy of vital 
statistics data also vary from one Country to another. 
Differences in statistical definitions of vital events 
may also influence comparability, * , 

For more information, see; United Nations, 
Demographic Yearbook 1977, Pub, No, 



sf^ESA/STAT/SER t R/6 % United Nations, iNew 
yWic, 1977. ' 

odd Health Organization 

/arid Health Statistics Annual 

The Wbrld Health Organization (WHO) is one of 
he specialized agencies of the United Nations, WHO 
lublishes the World Health Statistics Annual ea£h 
(year, This publication is the result of a joint effort 
by the national health and statistical administrations 
of many countries, the Statistical Office of the 
United Nations, and the World Health Organization, 
It is published in three volumes: Volume I -Vital 
Statistics and Causes of Death; Volume II - Infec- 
tious Diseases, Cases and Deaths; Volume HI - 
Health Personnel and Hospital Establishments. 

Data in the World Health Statistics Annual are pro- 
vided by national administrators in answer to ques- 
tionnaires, or they are obtained from annual national 
publications. Some of the data are reprinted from the 
Demographic Yearbook, 

.. ■ In many cases, complete comparability of data 
between countries is not possible. Differences in the 
definition of a hospital may occur, The level of gen- 
eral education and professional training of health per- 
sonnel may vary from country to country. Complete- 
ness of coverage also varies, Noncomparability of 
diagnostic coding of data can also occur. 

For more information, see: World Health Organi- 
zation, World Health Statistics Annual, 1979, Vols. I, 
II, III, World Health Organization, Geneva, 1979., 

ALAN GUTTMACHER 
INSTITUTE 

Abortion Survey 

The Alan Guttmacher Institute (AGI) conducts 
an annual survey of abortion providers, Data are col- 
lected from hospitals, nonhospital clinics, and physi- 
cians identified as providers of abortion services, A 
survey universe of 3,092 hospitals, nonhospital clin- 
ics, and individual physicians was compiled, To as- 
sess the completeness of the provider and abortion 
counts, supplemental surveys were conducted of a 
sample of obstetrician-gynecologists and a sample of 
hospitals (not in origirlgl^universe) that were identi- 
fied as providing abortion services through the 
American Hospital Association Survey, 

The number of abortions estimated by AGI is 
about 22 percent more than the number reported to 
the Center for Disease Control, 

For more information, write to: The Alan 
Guttmacher Institute, 515 Madison Avenue, New 
York, NX 100212, 
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AMERICAN HOSPITAL 
ASSOCIATION 

Annual Survey of Hospitals * *" 

Data from this survey are based on questionnaires 
that are sent to all hospitals in the United States and 
its ^sociat^d areas accepted for registration by the 
American Hospital Association (AHA), In 1978, 
questionnaires ware mailed to 7 ,0S6 registered hospi- 
tals. Of these, 7,015 hospitals were located In the 50 
States and the District of Columbia, and 71 were lo- 
cated in the U.S. possessions. Overall, 6,351 hospi- 
tals reported data— a response rate of 89,6 percent, 
For nonrcporting hospitals and for thg survey ques- 
tionnaires of reporting hospitals on whicR some in- 
formation was missing, estimates were made for all 
data except those on bassinets and facilities. The esti- 
mates of the missing data were based on data fur- 
nished by reporting hospitals that were similar in 
terms of bed-size category, type of control, major 
type of service provided* arid type of stay in the hos- 
pitals for which data Were not reported, 

Hospitals are requested to report data for the full 
year ending September 30= More than half pf the 
respohding hospitals used this reporting period in the ' 
1978 survey. The remaining hospitals used various 
reporting periods, \ 

For more information on the AHA Annual Survey 
of Hospitals, see: American Hospital Association* 
Hospital Statistics, 1 979 Edition, Data fro hi the Ameri- 
can Hospital Association 1978 Annua! Survey, Chicago, 
1979. 

AMERICAN MEDICAL 
ASSOCIATION 

Physician M asterfile ' 

A masterfile of physicians has been maintained by 
the American Medical Association (AMA) since 
1906, Today, the Physician Masterfile contains data 
on almost every physfcian in the United States^ both 
members and nonmembers of AMA, and on those 
graduates of American medical schools temporarily 
practicing overseas. The file also includes graduates 



of foreign medical schools k who are in the United 
States/: • ■ ■■■ ■ i% ' 

A file is initiated on each individual upon entry 
into medical school or, in the case of foreign gradu- 
ates, upon entry into the United States. A census of 
physicians is conducted every 3 year^ to update the 
file information on professional activities, speeializa- 
. # ion, and present employment status. The last census 
from which data are available was conducted in 1977, 
Between censuses, AMA keeps the file current by 
continuous checks of professional publications and 
State licensure notices for changes in any physician's 
activities, When a change is noted, the physician is 
* sent another copy of the questionnaire, In 1976, ap- 
proximately 3,600 of these questionnaires were 
mailed per week. The general response rate to the 
questionnaires is about 87 percent. 

For more information on the AMA Physician 
Masterfile, see: Department of Statistical Analysis, 
Physician Distribution and Medical Licensure in the 
& S^ J 978, American Medical Association, Chicago, 
1980. ? 

Annual Census of Hospitals 

From 1920 to 1953, the Council on Medical Edu- 
cation and Hospitals of the American Medical Asso- 
ciation (AMA) conducted annual censuses of all hos- 
pitals registered by AMA, 

In each annual census, questionnaires were sent to 
hospitals asking for the number of beds,^bassinets, 
births, patients admitted, average census of patients, 
lists of staff doctors and interns, and other informa- 
tion of importance at that particular time. Response 
rates were always nearly 100 percent 

The conynunity hospital data from 1940 and 1950 
presented in this report were calculated using pub- 
lished figures from the AMA Annual Census of Hos- 
pitals, Although the hospital classification scheme 
used by* AMA in published reports is nor strictly 
comparable with the definition of community hospi- 
tals, methods were employed to achieve the greatest 
comparability possible, 

For more information on the AMA Annual 
Census of Hospitals, see: American Medical Associa- 
tion, Hospital service in the United States, Journal of 
the American Medical Association, Vol, 11, No/ 116, 
1940, 
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APPENDIX H: Glossary of Terms 



General Terms > 

Social and Demographic Terms * 

Age. — Age is reported as age at last birthday, Le., 
age in completed years, often calculated by subtract- 
ing date of birth from the reference date, with the 
reference date being the date of the examination, in- 
terview, or other contact with an individual, 

Age adjusimeni of death rates. — Age adjustment, 
using the direct method, is the application of the 
age-specific death rates in a population of interest to 
a standardized age distribution in order to eliminate 
the differences in observed rates that result from age 
differences in population composition. This is usually 
done when comparing two or more populations at 
one point in time, or one population at two or more, 
points in time, 

In this report, the mortality rates are age adjusted 
to the U.S. population enumerated in 1940, Adjust- 
ment is based on 11 age intervals as follows: under 
1, 1-4, 5-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-" 
74, 75-84, and 85 years and Over. The data from the 
National Health Interview Survey, National Ambula- 
tory Medical Care Survey, and the National Hospital 
Discharge Survey are age adjusted to the 1970 civil- 
ian noni institutionalized population. In these cases, 
adjustment is based^n four age intervals; for Nation- 
al Health/interview Survey, under 17, 17-44, 45-64, 
and I 65 years and over; for National Ambulatory 
Medical/ Care Survey and National Hospital 
Discharge Survey, under 15, 15-44, 45-64, and 65 
years and over. 

Average annual rate of change (percent change). — I n 
this report, average annual rates of change or growth 
rates are calculated as follows: 



N 



I x 100 



where P rt - later time period 
P t , — earlier time period 
and N *» number of years in interval. 



This geometric rate of change assumes that a variable 
increases or decreases at the same rate during each 
year between the two .time periods, 

Color and race.— The Federal Government's data 
systems often classify individuals into two color 
groups ("white 11 and "all other") or three racial 
groups ("white," "black," and "other races"), Gen- 
erally, the "other races"; group includes American 
Indian, Chinese, Japanese, and others, while 
"white" includes Mexican and Cuban. Beginning in 
1976, Federal data collections specify ethnic origin, 
■ including Spanish heritage, " \ 

Depending on the data source, the classification 
by color and race may be based on self-classification 
or on observation by an interviewer or other persons 
filling out the. questionnaire, In the natibnak vital 
registration system, newborn infants are assignedHhe 
race of their parents; if the parents are of difterel 
races and one is white, the child is assigned the othet 
parent's race; if either parent is Hawaiian, the child 
is classifed as Hawaiian; in all other cases, the child 
is assigned the father's race. Prior to 1964, the na- 
tional vital registration system classified all births for 
which race was unknown as "white," The National 
Health Interview Survey assigns to the race of the fa- 
ther children whose parents are of different races. In 
the National Survey of Family Growth, race is the 
race of the respondent as classified by interviewer . 
observation. 

Family income. — For purposes of the National 
Health interview Survey and National Health and 
Nutrition Examination Survey, all people within a 
household related to each other by blood, marriage, 
or adoption constitute a family. Each member of a 
family is classified according to the total income of 
the family of which he is a member. Unrelated indi- 
viduals are classified according to their own income. 
Family income, then, is the total income received by 
the members of a family (or by an unrelated indi- 
vidual) in the 12 months prior to Interview, includ- 
ing wages, salaries, rents from property, interest, 
dividends, profits, and fees from their own business, 
pensions, and help from relatives. 



Hispanic orlgin\-*ln the. National Survey of Family 
Growth, the respondent is classified as beitfij of 
Hispanic origin if she reports her origin or descent as 
Mexican, Ghicano, Mexican American, Puerto., Riv 
can,, Cuban, or other Spanish, regardless of wheihter 
she also mentions any other origin, 

Tn .tables where data are , presented for women ac- 
cording to race and Hispanic origin,; women Of 
Hispanic origin are ^Jsp included in the statistics for 
white and black women according to how they were 
identified by interviewer observation, 

* Martial status — The" population is classified 
through 1 self-reporting into the categories married 
and unmarried. Married includes all married people 
and those separated from their/ spouses. In the Na- 
tional Survey of Family Growth, married also in- 
cludes the "informally married" but excludes those 
separated, other than temporarily absent spouses. 
Ever-married includes those who are currently mar- 
ried, widowed, divorced, or separated, Unmarried 
includes those' who are single (never married), 
divorced, or widowed. However, the Abortion Sur- 
veillance reports of the Center for Disease Control 
classify separated people as unmarried for all States 
except Rhode Island, 

Population, —The U.S. Bureau of the Census col- 
lects and publishes data bn several different types of 
population in the United States, Various statistical 
systems then use the appropriate population in calcu- 
lating rates. 

Total population is the population of the United 
States, including all mem beys of the Armed 
"Foipes living in foreign countries, Puerto Rico, 
Gukm, aifd the, U,S° Virgin Islands, Other Amer- 
~ m icans abroad (e.g., civilian Fedoral employees 
and dependents of members of the Armed 
Forces or other Federal employees) are not in- 
cluded. 

Resident population is the population living in the 
United States. This includes members of the 
Armed-Forces stationed in the United States and 
their families as well as foreigners working or 
studying here, it excludes foreign military, na- 
val, and diplomatic personnel and their families 
located here and residing in embassies or similar 
quarters as well as Americans living abroad. The 
resident .population is often the denominator 
when calculating birth and death rates and in- 
cidence of disease. 

Civilian population is the resident population ex- 
cluding members of the Armed Forces, families 
of members of the Armed Forces are included, 
however. 

Civilian no ninstitutionalized population is the civil-, 
ian population not residirfg in institutions. Insti- 
tutions include correctional institutions, deten- 
tion homes, and training schools for juvenrfe 
delinqfSffits; homes for the aged and dependent 
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; (e.g., nursing homes and convalescent homes); 
homes for dependent arid neglected children; 
homes and schools for the mentally or physically 
handicapped; homes for unwed 1 mothers; psychi- 
atric,! tuberculosis, and chronic disease hospitals 
and .residential^ treatment" centers. This popular 
tion is the denominator in rates calculated for 

\|the National Center for Health Statistics- Health 
* ,, : Interview Purvey, Health and Nutrition. Exami- 
nation Survey, Hospital Discharge Survey, and 

/National Ambulatory MedlcarGaije Survey, 

Poverty level. — As used in the National Survey of 
Family. Gjrowth, poverty level is calculated by divid- 
ing the, total family income by the weighted average 
threshold income of nonfarm families with the head 
under 65 years of age based on the poverty levels 
shown in U.S. Bureau of the Census Current Popula- 
tion Reports, Series P-60, No, 106, Money income in 
1975 of families and persons in the United States, 
table A-3 (for Cycle II), and No. 98, Characteristics 
of the low-income population, 1973, table A -3 (for 
Cycle I). This definition takes into account the sex of 
, the family head and the number of persons in the 
family. Total family income includes income from all 
sources for all members of the respondent's family! 

Geographic Terms 

Division and region.— The 50 States and the Dis- 
trict of Columbia are grouped for statistical purposes 
by the U.S. Bureau of the Census into nine divisions, 
within four regions. The groupings are as follows: 

NORTHEAST 

New England 

Maine, New Hampshire, Vermont, Massa- 
chusetts, Rhode island, Connecticut 

Middle Atlantic 
New York, New Jersey, Pennsylvania 

NORTH CENTRAL « " 

East North Central 
Michigan, Wisconsin; Ohio, Indiana, Illinois 

West North Central 
Minnesota, Iowa, "Missouri, North Dakota, 
South Dakota, Nebraska, Kansas 

SOUTH . . 

South Atlantic 

Delaware, Maryland, District of Columbia, 

Virginia, West Virginia, 

North Carolina, South Carolina, Georgia, 

Florida 

East South Central 

Kentucky, Tennessee, Alabama, Mississippi 

West South Central 

Arkansas, Louisiana, Oklahoma, Texas 



WEST 



Mountain 

■ Mejhtana, Waho, Wyoming Colorado, 
New Mexico, Arizona, tfrtr^aaa 

Pacific 'Y • -. = \ . - /; - ; 

, Washington, Gregqrj, California, Alaska, HawaH 
, . Level of urbanization. —Co unties, are classified in a 
Department of Agriculture system • -Metropolitan 
counties are classified according'' to the size of the ; 
metropolitan area of which they are a part. None 
metropolitan counties are classified by their number 
of Urban residents arid proximity to a metropolitan 
area. The county classifications are as follows: 

I. Within SMSaS*M e t ropol i ta n counties (see def-' 
inition under ^standard metropolitan statistical 

'V. area/')/ . 

1. Large SMSA refers to a county within an , 
SMSA of at least I million population 

; t A Core refers to counties containing the 

*. • v primary central city of an SMSA; 

B. Fringe refers to suburban counties of 
an SMSA, . 

2. Medium SMSA refers to a county within an 
SMSA of 250,000 to 999,999 population. , 

3. Other SMSA refers to a county within an 
SMSA of less than 250,000 population. 

IL Outside SMSA , — Npnmetrqpolitan counties. , 

I Adjacent to SMSA refers to a county con- 
tiguous to an SMSA. ' . . . 

A. Urbanized refers to a county contigu- 
ous to an SMSA and having an 
aggregate urban population of at least 
20,000. 

B. Less urbanized refers to a counfy con- 
tiguous to an SMSA and having an 
aggregate urban population of 2,500 . 
to 19,999. 

C. Thinly populated refers to a county .' 
contiguous to an SMSA and having 
no urban population, / 

2, Nor adjacent to SMSA refers to a county 
not contiguous to an SMSA, 

r . A. Urbanized refers to a county not con- 
1 ' tiguous to an SMSA and having an 

aggregate urban population of at least 

20,000. 

B. Less urbanized refers to a county not 
t . contiguous to i\n SMSA and having 

an aggregate urban population of 
* 2,500 to 19,999, 

C. Thinly populated refers to a county not 
contiguous to an SMSA' and having 
no urban population. 



Metropolitans Any toupty within a standard 
metropolitan statistical area is metropolitan; Other 
counties are nonmeiropolltan t u 

Registration amz.-The United States hai separate 
registration areal for birth, death, marriage, and 
divorce statistics; which collect data annually from 
States whose registration data are at least 90 percent 
complete, =,",'. - 

/Hie death re^tration areM'wm established In 1900 
with 10 States and the District of Columbia, while 
, the birth registration area was established in 1915, 
also with 10 States and the District of Columbia. 
5 Both areas have covered the entire United States 
since 1933, Currently/ Puerto Rico, the U.S. Virgin 
Islands, and Guam are.also included, although in sta- 
tistical tabulations they are not part ofJ the "United 
States" totah - - 

Reporting area.— In the national vital registration 
system, reporting requirements on birth certificates 
vary according to State, Thus, different numbers of 
States report various characteristics. For example,/ 
births to unmarried women are reported on the birth 
certificate only in 39 States and* the District of 
Columbia, and the month during which prenatal care 
began is reported in 49' States and the District , of 
Columbia. 

Standard [ metropolitan statistical area (SMSA).— 
This is a concept developed for use in statistical 
reporting and analysis. Except in the; New England 
States, an SMSA is a county or a group of coniigu- ' 
ous counties containing at least one city of 50,000 
inhabitants or more or "twin cities" with a combined 
population of at least 50,000, In addition, contiguous 
counties are included, in an SN^SA if they are essen- 
tially metropolitan in character (based on criteria of 
labor force characteristics and population density) 
and are socially and economically integrated with the 
central city or cities. 

An New England, towns and cities rather than 
'counties are the geographic components of the 
SMSA. Since National Center for Health Statistics 
(NCHS) data are not coded to .identify all towns, 
NCHS uses the metropolitan State economic area 
(MSEA); which is made up of county units, for 
reporting data in New 8 England, 

Health Status and Determinants 

Fertility 

Abortion.-^Thz Center for Disease Control's sur- 
veillance program counts legal abortions only. What 
constitutes a' legal abortion varies, depending on a 
State's regulations about / when one may be per- 
formed, 

Birth rate, ^Th\s measure divides tfre number of 
live births in a population in a given period by the 
resident population at the middle of that period. The 
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rate rhay be restricted to to woderi of specHlc 

age!, race^/marita! status, or geographic location* or it - 
may be related to the entire population, 

GesiatiOn.^Fot both the national vital registration 
system arid the Center for Disease ConiroPs Abor- 
tion Surveillance, the. period of gestation Is defined 
as beginning with the first day, of the last normal 
menstrual period and ending with the day of birth, 

Live^ birth.— In the World Health Organization's 
'definition, also adopted by the United Nations and 
the National Center for Health S^ijstlcs, a live birth ■ 
is the complete expulsion ' or extraction from its 
mother pf a product of conception, irrespective of 
the duration of the pregnancy, -which, after such 
reparation, breathes or shows any other evidence of = 
life such as heartbeat,- umbilical cord pulsation, or 
definite movement of vpluntary muscles, whether or ' 
not the umbilical cord has been cut or the placenta is; ; 
attached, Bach product of such a birth is considered 
live born. 

Live-birth order,— In the national vital registration 
system, -th** item from the birth certificate indicates 
the number of live births a woman has had, counting 
the birth being recorded. :' ,.■ ■■ 

Mortality ; s 

Cause of death. — For the purpose of national mor- 
tality statistics, every death is attributed to one 
underlying condition, based on information reported 
qn the death certificate, and utilizing the internation- 
al rules for selecting the underlying cause of death 
from the reported condition, For data years 1968-78, 
the Eighth Revision Inter national Classification of 
Diseases, Adapted for Use in the United States is being 
'used for coding, Earlier data used the'then current 
revision of the International Classification of Diseases. 
For l979Tthe Ninth Revision is being used. 

Death rate.— This measure divides the number 
of deaths in a population in a given period by the 
resident population at the middle that period. It 
may be restricted to deaths in specific age, race, sex, 
or geographic groups, or it may be related to the 
entire population. 

Eighth Revision International Classification of 
Diseases, Adapted' for Use in the United States 
(ICDA) —ICDA and the International Classification. of 
Diseases UCD), upon which 1CDA is based, classify 
morbidity' and mortality information for statistical 
purposes. Both are arranged in 17 main sections. 
Most of the diseases are arranged according to their 
principal anatomical site, with special sections for in- 
fective and parasitic diseases; neoplasms; endocrine, 
metabolic, and- nutritional diseases; mental diseases; 
complications of pregnancy and childbirth"; certain 
diseases peculiar to the perinatal period; and ill- 
defined conditions, Separate sections provide a clas- 
sification of injuries according to the external cause 
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giving ritfe to the injury, usually used for cause-of- 
'death categories, and a classification according to the 
nature of injury 1 (such us puncture, open wound, or 
burn), usually used for 'morbidity categories, Supple- 
mentary sections in ICDA on special conditions and 
examinations Without sickness (ICDA codes Y00- 
Y13) and on surgical operations and diagnostic and 
other therapeutic procedures are used; for coding in- 
formation on ambulatory and inpatient utilization, < 

ICD was first used in 1900 and has been revised 
about every 10 years since then. Xhe Ninth Revision, 
introduced in 1 077, is being used to code U.S. mor- 
tality^ data beginning with 1979. A^ modification of 
the Ninth Revision is being prepared for use with U.S. 
morbidity data. 

Infant mortti lliy>— Infant mortality is the death of 
live-born children who have not reached their first 
birthday/and is usually expressed as a rate (i.e., the 
number of infant deaths during a year per 1,000 live^ 
births reported in the year), . t; , - 
■' Life expectancy. — Life expectancy is the average 
number of years of life remaihing to a person at a 
'particular age and is based on a given set of age- 
specific death rates, generally the mortality condi- 
tions! existing in the period mentioned. Life .expec- 
tancy \ may be determined by race, sex, or other 
characteristics using age-specific death rates for the 
population with that characteristic. 

Determinants and Measures of Health 

Condition. — A health condition is a departure from 
a state of physical or mental well-being. Conditions, 
except impairments, are coded according to "the 
Eighth Revision ' International Classification of Diseases, 
Adapted for Use in the United States (ICDA). 

Based on. duration, there are two categories of 
conditions, acute and chronic, In the National 
Health Interview Survey, an acute condition is a con- 
dition which has lasted less than 3 months and has 
involved either a physician visit (medical afTention) 
or restricted activity. The category includes respirato- 
ry conditions (ICDA* codes 460-486, 501, 508-516,* 
519, 783), injuries (ICDA codes N800-N870, N872- 
NS84, N890-N894, N900-N994, N996-N999), infec- 
tive ;inf| parasitic conditions (ICDA codes 000-136), 
am; jstive conditions (ICDA codes 520.6-521.5,- 
521-/^23.9, 525-530, 535-543, 560-561, 564-577,* 
784-785). In the National Health Interview Survey, a 
chronic condition is any condition lasting 3 months or 
more or is one of certain conditions classified as 
chronic regardless of their time of onset: The Na- 
tional Nursing Home Survey uses a specific list of 
conditions classified as chronic, also disregarding 
time of onset. 

Disability. -D\si\b\\\iy is any temporary or long- 
term reduction of a person's activity as a result of an 
acute or chronic condition. It is often measured in 
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V terms of the number of days that a »perion!s 'activi^ 
has been reduced. \ * 

-Disability day.—TM National Health Interview v. 
Survey identifies several types 'of dap on which a , 
person's usual activity is reduced because of illness ; 
or injury (reported fo^the 2-week period preceding 
the weefcof the interview). These' short-term disabil- 
ity days are not mutually exclusive categories but Ere 
defined as follows: ; " v • 

A restricted-activity day t \s any day on which a 
person cuts down on his or her usual activities 
for alt or most of that day because of an illness 
or an Injury, Restricted-activity days are, undu- 
plicated counts of bed-disability, work-loss, and* 
' SehooHoss days as welt as other days during 
.< which a person cuts down on his or her usual ac- 
tivities, 

A bed-disability day is a day on which a person 
" stays in bed. for more than half of the daylight 
hours (or normal waking hours) because of a 
specific illness or injury. All hospital days are 
bed-disability days. Bed-disability days may also 
be work- loss or school- loss days, 

A work-loss day is a da/ on which a person did 
not work at his or her job or business for at least 
half of his or her normal workday because of a 
specific illness or injury. The number of work- 
loss days is determined only for currently em- 
ployed persons, 

A school- loss day is a day on which a child did 
not attend school for' at least half of his or her 
normal sehoolday because of a specific illness or 
injury. School-loss days are determined only for 
children 6-16 years of age. 

Former smoker. — Any person who has smoked, at 
least 100 cigarettes during his or her entire life but 
who reports smoking no cigarettes at the present 
time is a former smoker. 

Incidence^ Incidence is the number of cases of 
disease having their onset during a prescribed period 
of time and is often expressed as a rate (e.g., the 
incidence of measles per 1,000 children 5-15 years of 
age during, a year). Incidence is a measure of 
morbidity ok other events that occur within a speci- 
fied period of time. 

Limitation of activity^ Each person identified by 
the National Health Interview Survey as having a 
chronic condition is classified according to the extent 
to which his or her activities are limited because of 
the condition as follows: \ 

(1) Persons unable to carry on major activity. 

(2) Persons limited in the amount or kind of 
major activity performed, 

. ■ (3) Persons not limited in major activity but 
otherwise limited, 
(4) Persons not limited in activity. 



r , f 'Major activity iot usual activity) \% the principal 
activity of a person or of his or her age-iex 
group, For U$ years of age^ it refers to ordinary 
play with other children; for 6-16 years of age, it 
refers to school attendance; fpir 1? years of age 
and over it usually -refers to a job, housework, or 
school attendance/ 1 
Notifiable, disease.— A notifiable disease is one that 
health providers are required, usually by jaw, to rev 
port to Federal, States or jocal public health officials 
when diagnosed,' Notifiable diseases are those of pub- 
lic interest by reason pf their eoptagioufness, severi- 
ty, or frequency. 

Particulate matter, —Particulate matter 'is' defined as 
particles of solid or liquid matter in the air, including 
both nontoxic materials (soot, dust, and dirt) and 
toxic materials (lead, asbestos, suspended sulfates 
and nitrates, and the like), ' r 

Pollutant. — A pollutant is any substance that 
renders the atmosphere or water foul or noxious to 
health. \ 

v Prevalence. — Prevalence is the number of cases of 
a disease,, infected persons, or persons with some 
other attribute present during a particular interval of 
time. It is often expressed as a rate (e.g., the prev- 
alence of diabetes per 1 ,000 persons during a year), ; 

Self-assessment of health. —In |he National Health 
Interview Survey, the respondents are asked to 
evaluate the health of everyone in their household 
••* compared with other people of the same age. 

Utilization and Resources 

Ambulatory Care 

Dental w.s/7.— The National Health Interview Sur- 
vey counts visits to a dentist's office for treatment or 
advice, including services by a technician or hygien- 
ist acting under the dentist's supervision, as dental 
visits, Services provided to hospitakinpatients are no^ 
included, \ 

Disposition of visit. — As used by trae National Am- 
bulatory Medical Care Survey, this \erm describes 
the variety of followup procedures that a physician 
may plan for the patient, ranging from no followup 
to specific return contacts, to referral to other pro- 
viders of care, * \ 

Eighth Revision International Classification of 
Diseases, Adapted for Use in the United States.— Sec 
definition under "Mortality" in Health Status and 

Determinants section, 

. . _ i 

Office. — 1 n the National Health Interview Survey, 
an office refers to the office of any physician in 
private practice, including physicians connected with 
prepaid group practices. In the National Ambulatory 
Medical Care Survey, an office is any location for a 
physician's ambulatory practice other than hospitals, 



nuiping homes, other ..extended k care facilities, pa-* 
tiertts* homes* and industrial, cliriics. However, 4 
private offices in hospitals are included . \ 

Physician visit, — The National Health Interview 
Sfirvey counts as a physician, visit a visit in person or 
by telephone -to a doctor of medicinf or; doctor of os- 
teopath^ for the purpose of examination, diagnosis,, 
treatment, or advice. Jhe service may -be provided 
directly by the physician or by a nursfe or other per- 
son acting under the physician's supervision. Con- 
tacts involving services provided on a mass basis are 
♦ not included, nor are contacts for hospital inpatients. 

Physician visits are generally classified by the type 
of place of visit, In the National Health Interview 
Survey, this iqcltides the office, hospital , outpatient 
clinic o r emergency > room, telephone (advice g if e n by a 
physician in a telephone call), company or industrial 
clinic (units at a place of business that provide treat- 
ment through a- physician or trained nurse), home 
feny place in which a person wak staying at the time 
a physician was called there), as well as other ^aees. 

In the National Ambulatory Medical Care Survey, 
an h/fice visit is any direct personal exchange between 
an ambulatory patient and a physician, or members 
<of hife or her staff, for the purposes of seeking care 
and rendering health services, 

. Principal diagnosis. — In the National Ambulatory 
Medical Care Survey, this is the physician's diagnosis 
of the patient's most important problem or complaint 
as evaluated at the time ^f the visit. 

Seriousness of problemX^ln the National Ambula- 
tory Medical Care Survey, the physician indicates for 
each patient visit the seriousness of the problem, 
condition, or symptom which the patient says caused 
the visit; Seriousness refers to the physician's clinical 
judgment as the extent the patient would be im- 
paired if no tare were given. It is expressed as very 
serious, serious, slightly serious, or not serious. 

Inpatient Care w 

Average daily census or average daily patients — This * 
refers to the average number of inpatients receiving 
care each day during a reporting period, excluding 
newborns* 

Average length of stay. — In the National Hospital 
Discharge Survey, the average length of^stay is the 
total number of patient days accumulated at the time 
of discharge, counting the date of admission but not 
the date of discharge, by patients discharged during a 
reporting period, divided by the number of patients 
discharged. 

As measured in the National Nursing Home Sur- 
vey, length of stay for residents is the time from their 
admission until the reporting time, white the length 
of stay for discharges \s the time between the date of 
admission and the date of discharge. 

Bed, — Any bed that is set up and staffed for use 



for inpatients is counted as a bed in a;fapility s In the 
-National [faster Facility Inventory, the count is of 
beds m* the end of the reporting period; for the 
American Hospital Associationy it'SS^ Jhe average 
number of beds dufing the entire period. The World 
Health Organization defines a hospital bed as one 
regularly maintained and staffed for the. accommoda- 
tion and full-time care of a succession of inpatients 
and situated in "a .part of the hospital where continu- 
ous medical care for inpatients is provided, • ■ 

Day,— According to the American Hospital Assck 
ciation and National. ^Master Facility Inventory, ' days 
.... ,pn inpatient days are the number of adult and pedia- 
tric days of care rendered during a reporting period/ 
Days of care for newborns are excluded 

In the National Health Interview Survey, hospital 
days during jhe year refer! to the total number of hos- 
pital days occurring in the 12-month period prior to 
the interview week, A hospital ^day is a night spent in 
the hospital for persons' admitted as inpatients to a 
hospital. 

In the National Hospital Discharge Survey, tfays o/ 
care refer to the total number of patient days accu- 
mulated by patients at the time of discharge from 
non-Federal short-stay hospitals during a reporting 
period. All days from and including the date of ad- 
mission to but not including the date of discharge are 
counted, A patient is a person who is formally admit- 
ted to the inpatient service of the hospital for obser- 
vation, care, diagnosis, or treatment. 

Discharge. — The National Health Interview Survey 
defines a hospital discharge as, the completion of any 
continuous period of stay of 1 night or more in a 
hospital as an inpatient, excepting the period of stay 
of a well I newborn infant, ; " - , 

Aeeo/ding to the National Hospital Discharge Sur- 
vey, Aimer ican Hospital Association,, and National 
Master facility Inventory, this is the formal release 
of an inpattenroy a hospital, i.e., the termination of 
a . period of hospitalization (including stays of ; 0 
nights) by death or by disposition to a place of 
residence, nursing home, or another hospital. In this 
report, newborn infants are excluded. 

In the National Nursing Home Survey, this is the 
formal release of a resident by a nursing home. 

First-listed diagnosis, — In the National Hospital 
Discharge Survey, this is the diagnosis listed first on 
the face sheet of the medical record. 

Hospital. — According to the , American" Hospital 
Association (AHA) and National Master Facility In- 
ventory (NMFI), hospitals are institutions licensed 
as hospitals whose primary function is to provide di- 
agnostic and therapeutic patient services for medical 
condi t tons and- which have at least, six beds, an or- 
ganized physician staff, and continuous nursing serv- % 
ices under the supervision of registered nurses. 
AHA data differ slightly from those of NMFI, since 



data from NMFI reflect osteopathic 1 Hospitals as well 
as hospitals not registered with AHA. Non-AHA = 
hospitals comprise 3-1 0' percent of all hospitals in the 
country. The World Health Organization considers an 
establishment a liospital if it is permanently 'staffed 
by ^t le$st one physician, can offer inpatient accom- 
mpd^tiqn^nican provide active medical and nurs- 
ing care. 7; , = "•,., ■/ v * : v 

Hospitals may be classified by type of service, 
ownership, and length of stay, 

General hospitals provide both diagnostic and 
treatment services for patients 4 with a variety of 
medical conditions, both surgical and nonsurgi- 
cal. According to the World Health Organiza- 
tion, these are hospitals that provide medical 
and nursing ear6 for more than one category of 
medical discipline (e.g., general^edicihe, spe- 
cialized medicine, ;v general surgery, specialized 
surgery, obstetricsjgetcj; excluded are hospitals, 
usually ones in rufal areas, that provide a more 
limited range ofjfcare, Psychiatric hospitals are 
ones whose major type of service is psychiatric 
care, SeTe also definition under "Psychiatric 
Care" section, ■ 

Specialty hospitals provide a particular type of 
service, such as psychiatric, tuberculoses, chronic' 
disease, rehabilitation, maternity, ^ad^lcoholic 
or narcotic, to the majority of their patiejfits. 

Federal hospitals are operated by the Federal 
Government, 

Non-federal government hospitals are operated by 
State or local governments, 

Voluntary nonprofit hospitals are operated by a 
church or other nonprofit organization. 

Proprietary hospitals are operated by individuals, 
partnerships, or corporations for profit. 
Short-stay hospitals in the National Hospital 
Discharge Survey are those in which the average 
, Jength of stay is less than 30 days. The Ameri- 
can Hospital Association and National Master 
Facility Inventory define short-term hospitals as 
hospitals in which more than half the patients 
are admitted to units with an average length of 
stay of less than 30 days and long-term hospitals 
as ones in which more than half the patients are 
admitted to units with an average 1 length of stay 
of 30 days or more. The National Health Inter- 
view Survey defines short-stay hospitals as any 
hospital or hospital department in which the type 
of service provided is general; maternity; eye, 
ear, nose, and throat; children's; or osteopathic. 

Nursing ewe — Nursing care is the provision of any 
of the following services; application of dressings or 
bandages; bowel and bladder retraining; catheteriza- 
tion; enema; full bed bath; hypodermic, intramuscu- 
lar, or intravenous injection; irrigation; nasal feeding; 



v oxygen therapy; and tempirature-puI§e-respiration or 
Wood pressure measurement; i • * ; 

Nursing Ad/w^ — The minimum standards and regu- 
lations for* nursing homes vary among the States so 
that no uniform definition is possible, However, the > 
National Master Facility Inventory includes in its 
count only' facilities licensed by the- States m >hich 
1 tTiey' are located. The homes are then classified ac- 
> cording to the level of care they provide, as follows: 
Nursing care homes must employ one or more 
l full-time registered or licensed practical nurses 
v arid must prgvida nursing cire to at least half 
the residents, r > \ 

Personal care homes with nursing have some but 
' fewer than half the residents receiving nursing 
care Tn addition, such homes must employ one 
or more registered or licensed practical nurses or 
'- • must provide administration of medications and 
treatments in accordance with physician's order, 
supervision" of self-administered medications, or 
three or more personal services, 

***** Personal care homes without nursing have no 
residents receiving nursing car& These homes 
provide administration of medications and treat- 

* jments in accordance with physician's order, su- 
pervision of self-administered medications, or 
three or more personal services, 

Domiciliary care homes primarily provide domici- 
liary care, but they also provide one or twp per- 
sonal services, 

, In the 1977 National Nursing Home Survey, 
all four categories of homes were included, 'in 
the 1973-74 survey, only nursing homes provid- 
ing some level of nursing care were classified as 
nursing homes, - 
Skilled nursing facilities provide the most inten- 
sive nursing care available outside of a hospital. 
Facilities certified by Medicare provide posthos- 
pital care to eligible Medicare enrollees. Facili- 
ties certified by Medicaid as skilled nursing facil- 
ities provide skilled nursing services on a daily 
basis to individuals eligible for Medicaid bene- 
fits. 

Intermediate care facilities are certified by the 
Medicaid program to provide health-related serv- 
r ices on a regular basis, to Medicaid eligibles who 
do not require hospital or skilled nursing facility 
care, bui do require institutional care above the 
level of room and board, 1 
Occupancy rate.— The National Mailer Facility In- 
ventory and American Hospital Association define 
hospital occupancy rate as the average daily census di- 
vided by the number of hospital beds uu ring a re- 
porting period, The occupancy rate for other facilities is 
calculated as the number of residents reported at the 
time of the interview divided by the number of beds 
reported. ' 



Outpatient visit*— According to the American, Hos- 
pital Association, these are visits by patients not 
lodged in the hospital for medical, ^dental, or other 
services. See aldb J definition : under -'Ambulatory - 
Car fc e" section, vv> / / ^ ^ ; , 
' Primary diagnosis. — I n^ibe National Nufcfltg Home 
Slavey, $\$, is the primary condition at the last ex- 
irntnatfon as extracted from the resident V medical 
record! ; _ 4 ; 

Resident.— In the National Nursing Home Survey;, 
a resident is a perspn who has been formally admit- 
ted to but not discharged from an establishment. 

Psychiatric Care 1 * .. 

Addition:— An individual is classified as an addi- 
tion to a psychiatric facility by being a new admis- 
sion, a readmission, or a return from leave fo either 
an inpatient or an outpatient psychiatric facility. 

Mental disorder — A menial disorder .is any of 
several disorders listed in Section V of the Eighth Re- 
vision International Classification of Diseases, Adapted 
for Use in the United States (ICDA), 

Mental health facility.— A mental health facility is' 
an administratively distinct public or private agency 
or institution whose primary concern is the provision 
of direct mental health services to the mentally ill or 
emotionally disturbed. Facilities include public and 
private psychiatric hospitals, psychiatric units of gen- 
eral hospitals, residential treatment centers I for emo- 
tionally disturbed children), federally funded com- 
munity mental health centers, freestanding out- 
patient psychiatric clinics, multiservice mental health 
facilities, and halfway houses/ f**^ 

Psych ia trie hospita Is are hospitals primarily con- 
cerned with providing inpatient care ana treat- 
ment Tor the mentally ill. Psychiatric inpatient 
units of Veterans Administration general hospitals 
\ and Veterans Administration neuropsychidtric hos- 
pitals are often " combined into the category 
A Veterans Administration psych ia trie hospita Is be- 
n cause of their similarity in size, operation, and 
length of stay. Other psychiatric hospitals include 
State and county mental hospitals and private 
mental hospitals. 

General hospitals providing psychiatric services, are 
hospitals 'that knowingly and routinely admit 
patients to a separate psychiatric unit for the 
purpose of diagnosing and treating psychiatric ilU 
ness. .. ■■ \' * . . 

Residential treatment centers (for emotionally dis- 
turbed children) a re residential ins tU u tions pvU 
marily serving emotionally disturbed* children 
and providing treatment services, usually under 
"J he supervision j)f a psychiatrist. ' 



Federally, funded community pwntal heafth center)? * 
, - * rare legal entities through which comprehensive 
^mental health services are provided to a de- 
lineated catchment area. jThhr mental health * 
• delivery system may ,he, implemented by, a singly;, 
facility (with or without subunits) or by a group 
of affiliated facilities that make available at least 
the following esseh|ial mental health services: 
i inpatient, day treatment^ outpatient, emergency^ 
care, and community consultation and educj 
tioni 

Freestahding outpatient psychiatric clinics are ad- 
ministratively distinct 1 facilities, whose primary 
purpose is to provide . nonresidential mental 
health service, and where a psychiatrist assumes 
medical^ responsibility for all patients and/or 
directs the me null heafth program. 

Service mode.— Scwicc mode and treatment modal- 
ity refer generally to me^kmds of mental health serv- 
ice available such as inpatient care, outpatient care, 
day treatment, and the like. 

Inpatient care is the provision of mental health 
treatment to people requiring 24-hour supervi- 
sion. • 

Outpatient care is the provision of mental health 
treatment on an outpatient basis and does not 
involve any overnight stay in an inpatient facil- 
ity. . , " 1 ; 

Day treatment is the provision, of a planned 
therapeutic program during most or all of the 
day for people needing broader programs than ' 
are possible through outpatient visits but who do 
not require full-time hospitalization, 



'The definitions for psychiatric care are those used by the Nation- 
ill Institute of Mental Health, - 



Manpower 

, Full-time equivalent employee f/T/TA— The Ameri- 
can Hospital Association and National Master Facility 
Inventory use an estimate of full-time equivalent 
employees that counts two part-time- employees as 
one full-time employee, ly full-time employee be i ng 
someone working 35 hours iL week or more. The Na- 
tional Nursing Home Survey^ uses an estimate of 
fulbtime employees that counts 35 hours, of part- 
. time employees' work per week as equivalent to one 
full-time employee?, 

Group practice, —Group practice is the application 
of services by three or more physicians formally or- 
ganized to provide, medical care, consultation, diag- 
nosis, and/or treatment through the joint use of 
equipment and personnel and with the income from 
medical practice distributed in accordance with 
methods previously determined by members of the 
group, :\ , 

: Nurse practitioner.— These are specially trained 
nurses who perform acts, of diagnosis, treatment, or* 
prescription that traditionally have been within the 
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exctusive^rovince of the physician, yjuj^e practitioiv 
ers function, .under the £upervi'sibQ'6r ^sicians for 
these mfdical tasks, but not for/their nlrsing prac- 
tice ..." - \ \ ■■ _. v :. 6 r 
' : Physician, — Physicians are licensed doctors of 
medicine or osteopathy classified <by the ^American 
Medical Association and others tr^o\^ jelfV 
reporting, as follows; '' ■ 

4 dive physicians or professionally: active physicians 
' " are ones currently practicing, regardless of the 
number' of hours worked per week. ,1 

, Federal physic ia ns are employed by the Fede ra I 
Government; rion- Federal o r civilia n physic ia ns 
are not, % ' 

Licensed physicians are authorized to practice tfi a 
State, .Every State (and the District of Colum- r - 
bia) requires that physicians and dentists be 
licensed there in order to practice in that State, 

Office -based, physicians are physicians who spend ^ 
• the plurality of- their time working in praCticM 
based in private offices; hospital-based physicians 1 
- - spend, the plurality of their time as salaried phy^ v 
sicians in hospitals. 

Private practice physicians are independent <^f any 
external policy control and are self-employed or . 
salaried by a partnership. See also definition 
^ under "Professional manpower J" 

Physician assistants These are individuals wrth ap- 
propriate medical training who are authorized to per- 



forrfi 



medicaUservices^ under the supervision of a 



lieerjsed physician.* The extent to whieh^ these medi- 
cal Services may be delegated to the physician assis- 
tant Iby the physician varies from State to State. 

Physician specialty, — A .physician specialty is any 
specific branch of medicine that a physician may con- 
centration* The specialty classification used by the 
Bureau of Health Professions. and National Ambula- 
tory Medical Care Survey (NAMCS) follows the 
American Medical Association categories: 

Primary care specialties include gene r a I practice 
(or family practice), internal medicine, and pedi- 
atrics, * 

Medical specialties include, along with internal 
medicine and pediatrics, the areas of allergy, car- 
* diovascular disease, dermatology, gastroenterolo- 
gy, pediatric allergy/^rkl cardiology, and pul- 
monary diseases, * * 

Surgical specialties include general surgery, neu- 
rological surgery, obstetrics and gynecology, 
ophthalmology, orthopedic surgery, otolaryngol- 
ogy* plastic surgery, colon and rectal surgery, 
thoraciquiurgery, and urology. Other specialties 
covered by NAMCS are geriatrics, neurology, 
preventive medicine, psychiatry, and public 
health, Other specialties covered by the Bureau 



of Health Professions afe "aerospace 1 rhedicme, 
anesthesiology, child; psychiatry, neurology, 6c- 
■\ eupational medicine, pathology, physical -medU 
,.. cine and rehabilitation, psychiatry, public health, 
and radiology. ; ^ v 

Place of empioymegL —The classification, of people 
employed ii4he : heMitrt service industry ^ place. of 
employment is a U.SJ. Bureau of the Census ui 



tiorvof the U.S. Office of Management and> Butlgef s 
Standard Industrial Classification Manual, 196? which 
classified people according to health ssrvicelind'ustry 
eodes SOl 809. ; . V." - . -• ^ o:' : 

Professional manpower.— Professional rrjanpower 
intludes chiropractors, dentists, dental hyjienists, 
licensed practital nurses, & pharmacists, ^hysf^Tt beta- 
pists, physicians, podiatrists, and registered nurses as 
well us other occupations not covered in this report. 

In the United States, counts of these professionals 
include only those licensed in the Stat^ where they 
practice, with licensure usually requiring the comple- 
tion of art appropriate degree or certificate program 
Tor that profession In international counts prepared 
by the World Health Organization, only those profes- 
sionals active in their profession are counted, * '■' 

Professiohals may be classified according to spe- 
cialty, place of practice, or other criteria. See defini- 
tions under "Physician/ 1 - - 
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Health Expenditures , ■ 



Consumer Price Intjex f CP//— The CPI is prepared 
by the U.S. Bureau of Labor Statistics, It is a meas- 
ure oC the changes in average prices of the goods and 
services purchased by urban wage earners and by 
clericar workers $nd tbeir* families. The medical care 
component of the CPI shows trends in medical care 
prices based on specific indicators of hospital, medi- 
cal, dental, and drug prices. ' 

A -recerit revision of the, CPI has been in use since 
January 1 978, and^ehanges are noted where applica- 
ble in this- "report. ' 

Economic Stabilization Program (ESP),— This 
Federal program was established to control wages 
and prices. On August 1 -\ 1971, all wages and prices 
were frozen' for d J period of 90 days, and a system of 
wage and} price' controls, administered through a 
cost-of-living council, 1 was implemented. Controls 
periodic changes in the flexibility 

until 

their legislative authority expired in April ,1974, 

Gross national product (GNP).-Thh is the most 
comprehensive measure* of a 'nation's total output of 
goods and lexv/ices. In the United States, the GNP 
represents 4the dol^ir value in current prices of all 
goods and services produced for sale plus the as- 
timated*value of certain imputed .outputs (i.e., goods 
and services that .are neither bought nor sold). The 



continued,^ with 
and intensity with which they, were enforced, 



GNP is the sum of (1) consumption expenditures, by 
both individuals and nonprofit organizations, plus 
, certain imputed, values; (2) business investment in 
equipment, inventories, and new construction; (3) 
Federal, State, and local government purchases of 
goods and services; and (4) the sale of goods and 
services abroad rhmus purchases from abroad. 

Health insurance plans, — Health insurance plans 
are formal plans with defined membership and bene- 
fits, designed to pay all or part of the hospital, physi- 
cian, or other medicaj expenses of the insured indi- 
vidual. The different types of plans include prepaid 
group plans, - 

Prepaik group plans involve physician group prac- 
tices that provide a comprehensive range of 
health care services to an enrolled population for 
a fixed prepaid capitation payment. Health 
Maintenance Organizations are public or private 
organizations that provide a comprehensive 
range of health care services, either directly or 
under arrangement with others, to an enrolled 
population for a fixed prepaid capitation pay- 
ment, prepaid group practice plans are one form 
of Health Maintenance Organization, 

Medicaid (Title XIX).— This program is federally 
aided but State operated and. administered. - It pro- 
vides 'medical benefits for certain low- income per- 
sons, in need of medical care. The program, author- 
= , ized in 1965 by Title XIX of the Social Security Act, 
categorically covers participants in the Aid to Fami- 
lies with Dependent Children program as well as 
some participants in the Supplemental Security In- 
come program and other people deemed medically 
needy in a participating State, States also determine 
the benefits covered, rates of payment for providers, 
and methods of administering the program. 

Medicare (Title XV I/I) —This is a nationwide 
health insurance program providing health insurance 
protection to people 65 years of age and over, people 
eligible for social security disability payments for . 
more than 2 years, arid people with end-stage renal 
disease, regardless of income. The program was 



enacted July 30, 1965, as Title XVIII, Health In- 
surance for the Aged, of the Social Security Act, and 
, became effective on July I, 1966, It consists of two 
separate but coordinated programs; hospital in- 
surance (Part A) and supplementary medical in- „ 
surance (Part B). 

National health expenditures, ^ T h i s measure esti- 
mates the amount spent lor all health services -and 
supplies and health-related research and construction 
activities consumed in the United States during a 
specified time period; Detailed estimates are avail- 
able by source- of expenditure fe.g,, consumer out- 
of-pocket, private health insurance, and government 
programs) and by type of expenditure (e.g,,' hospi- 
tals;, physicians, and drugs), Daui are compiled from 
a variety of sources that collect data from the provid- 
ers of care, 

Health services and supplies expenditures are 
outlays for goods and services relating directly -to 
patient care plus expenses lor administering 
health insurance programs and for government 
public health activities. This category js 
equivalent to total national health expenditures 
minus expenditures for research and; construe- : 
tioh. 

Private expenditures are outlays for services pro- 
vided * or paid, for by nongovernmental / 
sources—consumers, insurance companies* 
private industry, and philanthropic organizations. 

Public expenditures arq outlays fpr services pro- 
vided or paid for by Federal, State, and local 
government agencies or expenditures required 
by governmental action (such as workmen's 
compensation insurance payments), 

Personal health care expenditures.— These are 
outlays for goods and services relating directly to pa- 
tient eare= The expenditures in this category are total 
national health expenditures minus expenditures for 
.research 'and construction, expenses for administer- 
ing heal th i nsurance programs, and government pub-' 
lie health activities, 
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Background 

The : recent enactment of Title IV of the Health 
Services and Centers Amendments of 1978 (Public 
Law 95-626) reflects growing public interest in 
disease prevention and health promotion. Section 
404 of this Title requires the Secretary of the Depart- 
ment of Health and Human Services to submit a na- 
tional disease prevention profile to Congres^ every 3 
years. The submission of this report fulfills that 
requirement. 

Preventing disease and safeguarding against inju- 
ries are hardly new concerns of the American people. 
Citizens, professionals, and legislators joined in 
determined pursuit of these goals during the latter 
part of the 19th and the early years of the 20th cen- - 
turies. This pursuit brought signal victories over the 
major diseases that afflicted rhe population in those 
times and began a continuing, if spasmodic, interest 
in environmental and occupational safety, Protective 
measures were identified and adopted against 
smallpox, malaria, cholera, typhoid fever, scurvy, 
rickets, pellagra, and other conditions. The spread of 
tuberculosis was gradually halted. Conditions such as 
childbed fever, infant diarrhea, and poliomyelitis— - 
which once singled out particularly vulnerable seg- 
ments of our population for death, chronic debilita- 
tion, or crippling— were for the most part relegated 
to history books. 

Now the question becomes ,w nether prevention, 
which worked so successfully in the past, can be em- 
ployed to reduce the incidence of major diseases to- 
day. Heart disease, cancer, stroke* and accidents are 
some of the conditions that create the heaviest bur- 
dens on out population and our economy as we enter 
the 1980*5, - 

The question was addressed extensively in the re- 
port Healthy People, published by the Office of the 
Assistant Secretary for Health and the Surgeon Gen- 
eral (OASH-SG, 1979a). That report reviews oppor- 
tunities for preventing the most common ha|fth ' * 

•This report was prepared hy Katharine ti Bauer, Senior Advisor, 
Office of, Disease Prevention ant! Health Promotion, C)ffiee*of the 
Assistant Secretary for Health, and Ronald W. .Wilson, National 
C enter for Health Statistics. % 



problems encountered by each of the following age 
groups: infants (under 1 year of age) ; children (1-14 
years of age); young adults (15-24. years of age); 
adu!ts^.(25-64 years of age); and older adults (65 
years of age and over). It also points out disturbing 
instances when our understanding of what needs to 
be done to prevent specific diseases and conditions 
has outstripped what has been done. 

Following the Surgeon General's report, oppor- 
tunities for prevention were delineated in greater de- 
tail io approximately 200 specific objectives that the 
Nation could reasonably expect to attain by 1990 
(Office of fhe Assistant Secretary for Health and the 
Surgeon General,- 1980). Khowledgeable profession- 
als and laymen developed these objectives fot the 
following 15 areas: high blood pressure control; fami- 
ly planning; pregnancy and infant .health; immuniza- 
tion; sexually transmitted diseases; toxic agents; 
occupational safety and health; accidental injury con- 
trol; dental 'health; control of infectious diseases; 
smoking; misuse of alcohoj and drugs; nutrition; 
physical fitness and exercise; stress, violence, and 
mental health. 

This prevention report comes at a particularly ap- 
propriate time, In it are assembled the mo4t recent 
data available for areas in -which preventive actions 
are now being taken and/or in which opportunities 
for new activities have been wetfchartedi These data 
establish baselines against which future progress to- 
ward national objectives can be tracked. 

By definition in the context of health, prevention 
requires action to reduce or eliminate risk of expo- 
sure that would increase the chances for an individ- 
ual or group to incur disease, disability, or untimely 
death. Prevention also includes discovering and con- , 
trolling abnormal conditions soon enough to mini- 
mize dangerous consequences, Exampfes are detect- 
ing and controlling high blood pressure and detecting 
and remedying inadequate shielding of . X-ray 
equipment. 

Some kinds of preventive actions, such as stop- 
ping smoking, can be taken only by the individual at 
risk. Other** sach as immunization* call for the serv- 
ices of health professionals, Still others^ such as the^ 
control of toxic agents in the environment, demand 
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the broad involvement of many sectors of society— 
private arid government. As these examples illus- 
trate, some prevention measures are targeted to indi- 
viduals and some to groups of individuals or entire 
populations at risk. By the same token, certain 
preventive measures, such as tests for cervical can- 
cer, take place in "physicians 1 offices and ambulatory 
care centers; others, such as metabolic screening of 
the newborn, are done in hospitals; and many are 
best accomplished in a variety of nonmedical 
settings— in peoples' homes, in schools, atnhe work- 
site, in the board rooms of consumer product 
manufacturers, and in State and Federal legislatures, 

Regardless of where the potential for control is lo- 
cated, success in .prevention requires- -knowledge 
about the nature and extent of the antecedent risks, * 
about the particular groups exposed to such risks, , 
and about the actions necessary to reduce them' It is 
the task of epidemiologic, biomedical, and behavioral 
research to expand the store of necessary* knowledge 
in all these matters^w ,- „ - 

The Nation's resources are .limited, and ho ices - 
must always be made between competing courses of 
action. Thus dgta are T required to document the rela- 
tive extent to which various health pro bl ems m ig h t, 
be reduced through preventive measures and trie * " 
salience of these problems to particular age and-fcth- 
■ pic groups of the population and to pop^a^jpnsjiv- 
ing in different geographic locations; Thir^R^ort 
presents data that are presently available to provide 
this kind of documentation. 

Section I presents a general overview of the bur- 
den of illness in the United States today and outlines 
the major health problems that confront people in 
different age groups of our population, relating them 
to the goals for prevention set forth in the SurgeSn 
General's prevention report. Section II introduces 
some facts on the economic costs of the leading \ 
causes of death, Section III documents control efforts 
and apparent successes and failures of prevention* as 
Evidenced either in trends over time or by differ- 
ences in rates among subgroups of our population, 
Section IV establishes the framework for a eontinu- ' 
ing profile of. the Nation's opportunities and accom- . 
piish ments in reducing risks to health. It identifies a 
series of prevention indicators and, for each one,, 
presents the most recent data 'to show where the Ra- 
tion currently stands. Succeeding prevention reports 
will track the changes .ill each of these indicatori 
marking progress toward the national objectives es- 
tablished for attainment by 1990. 

As a background for these sections, this introduc- 
tion concludes w$h an overview of the spectrum* of 
risks to health and some observations on ihe uneven ^ 
state of knowledge both about the' risks and about 
the effectiveness of measures to reduce them, , 



Factors Affectwig Health 

In generil terms, health or its absence is deter- 
mined M aVvactoty of factors operating in one or 
more of th^roltowing spheres: 

• Human Biology, including genetic components. ■ 

• External - Environment, : including the objects 
within it, n 

\ w • Lijhsivk> ( the customs and habits of living, 

• ftiatth Promoting and Restoring Systems of so- 
^Jlety^ incFuding environmental control and re- 
gulatory measures, efforts to influence Ijfe- 

' style, and preventive and medical treatment 
services of the health care systems, > 
'In ; considering the risks to health and the chal- 
lenges^ to prevention, it is useful to follow the ap- 
proach'' first' developed in Canada by LaLonde (figure 
1), Each health determinant is visualized as an entity 
for whieh^if ferent intervention or support strategies 
v need r to^|e devised (LaLonde, 1975), In such a 
scheme, pfogentive services of the health system will 
.bemused toTOntravene risks inherent in some aspect 
; oij human b^ogy, such as administering a vaccine to 
overcome inherent susceptibility to rubella; protec- 
tive measures, ..such as safety regulations, will be 
used -to protect against hazards in the environment; 
and health promoting communications, such as 
media campaigns and school health education pro- 
grams, will be used to motivate change to healthier 
life^yjes, 




Figure 1. Factors affecting health 



In some cases, gnsf can clearly assign to a single/ 
■\. one of these jieaith determinaBts not only the risk 
factors for a condition but corresponding prevention 
pleasures as well, For example, physical contact with 

* asbestos on the job constitutes a known environ- 
menial risk for asbestosis; elimination of that expo- 
sure at the worksite constitutes the known protective 
measure for preventing that disease among future 
employees and their families 

' Such simpje cause and effect relationships do noti 
however, apply to many of the Nation's major health ' 
problems, For example, the risk factors implicated in 
" heart disease and stroke rd^e to at least twp spheres 
Of health determinants as follows: high blood pres- 
sure and family* history relate to Human Biology 
smoking, diet, and exercise relate to Lifestyle. Stress- 
ful work conditions are also a suspected risk factor; 

* should research establish a significant association, 
: Environmifrr would become a third possible' deter- 
minant. Correspondingly, action to reduce the risk! 
associated with heart disease and stroke in the popu- 

'lafion must be multifaceted. Individuals have the 
. - principal roles in reducing risks associated with their 
hazardous lifestyles, but their families, thejr em- 
ployers, and the manufacturers of the products they 
usealsp play crucial parts, \ * 

Reducing the risks of any disease through preven- 
tive measures usually requires comprehensive strat- 
egies within the Health Promoting and ''Restoring Sys- 
tems, based on understanding the risk determinants' 
particular to the case. Motor vehicle accidents 'pro- 
vide an example of the wide range of interacting risk 
variables that must be taken into account by those, 
responsible for designing interventions. These ip^ 
. elude: engineering defects m the vehicles; hazards in li 
"the design of roads, culverts,' highway dividers, and 
light poles; driver impairment by alcohol or combina- 

* tions of alcohol and prescribed or illicit drugs; use of 
seat belts and-airbags; enforcement oj |peed limits; 

i and availability of emergency medical services. When 
two, '"three, or more, hazards occur 'simultaneously, 
risks are known tc* increase exponentially; this, too, 

^ must be taken into account, 

■V>^v Vhus a more realistic way to depict the deter- 
^Jminants of health;' regarding ^sks artd- .-potential > 
i^reventive ..approaches; is through a model thaf sug- 
%ests the interactive; nature of their relationships 
' | ^ (figure > 2\* Applying this model to risk factors for. 
' particjijar disease^ ( preconditions wilL'produce circles 
, Of yifferent relative sizes and different degrees of 
overlap. For Ta^Sachs disease, the Human Biology . 
, circle dverwhelmin^y dominates; for cirrhosis of. the 
, liver and lung cancer, Lifestyle becomes paramount. 
'^Unfottunately, the ways in which concurrent risk 
factors interact are .only beginning *to be unders^od. 
Research" in this interaction* as in most otherifspecjs 
■r prevention, has been scant S^veraLepidemiologic 
\ " % • : ' f ' *• ' ; 
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Figure 2. Interaction of factors affecting health 

studies suggest that the effects of such interaction 
may be powerful. For example, risks of cancers of 
the respiratory system are more than tripted when 
'heavy smokers are exposed to certain toxic agents or 
dusts in the work environment. Risks of stroKe 
among, women using dral contraceptives are more 
than doubled among the subset who smoke. 

Other characteristics of risks that need to be taken 
into account are the heightened probabilities^ of 



health breakdowns that accompany both the intensity 



* of a risk exposure and its continuation over* time 
For example, white men 30-39 years of age who 
smoke more than orte pack a day are almost three 
times as prone to heart attacks as are nonsmokers, 
(National Heart, Lung; arid Blood institute, 1970). 
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Limits on Knowledge • 

It would be a mistake to lea^ the, impression that 
p now have the knowledge to assign risk factors to 
all diseases and to deploy effective prevention strata 
egies to reduce, them. Medical science has given us 

"abilities to cure^no more than a small fraction of the 
diseases that most commonly beset the U.S. popula- 
tion, with * the result that mOst health system 
resources must be devoted to amelioration and palli- 
ation. By the same token, knowledge of the factors 
that predispose to these diseases and, knowledge 

*about.*-how to mount effective risk intersections, are 
also severely limited (Thomas, 1977). Degrees of 
knowledge about effective prevention, as about effec- 
tive therapy, vary considerably from brre disease Or 
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Smallpox 
Measles , ' . - 
Ppliqrnyeh'tis 



Lung and other cancers 
of the respiratory , 
system * 

Asbestos! s 

Dental caries 

Cancer of cervix 



Congenital anomalies 

infant mortality 
■ Cardiovascular disease 

Stroke 
. Trauma from accidents 

Cancer of bladder 

Pneumonia and Influenza 



Suicide 
Homicide 



Figure 3. A continuum for preventability 



Brain tumors 
Rheumatoid arthritis 



condition 4o : the next The stale of thwart in. these 
- respects has been reviewed* elsewhere (OASH-SG, 
1979b), However, the knowledge of potential risks 
and risk reduction measures covers a broad spec- 
trum. It ranges from a complete capability to elimi- 
nate sickness or death from a particular cause to 
complete ignorance of risks or strategies for early 
intervention, ■ 

Between these extremes lies a host of diseases and 
conditions for which risk factors are understood in 
varying degrees and* where preventive measures, ifi 
acjopted, can be* expected to have varying* degrees of 
impact, "Figure 3 sets forth in schematic fashion ex- 
amples of conditions to illustrate Jhis range of possi- 
ble prevention impact, given present levels of 
"knowledge about risk factors' and potentially feasible 
means of reducing them. v - 

The shading in figure 3 represents the probability 
for preventing diseases or conditions by applying 
kiiowrv intervention methods. The darkest area at the 
left end of the shaded bar indicates conditions that 
can unequivocally be pre vented,. In the center, mov- 
ing from left to right, are some, conditions where 
drastic, sizable, or^t least some reductions in risks 
could be achieved. The lightest area at the right end 
of the bar illustrates conditions where ftqjprogress in 
reducing risks' can be expected until br^cthroughs in . 
knowledge are made, ]_ «. 



Looked at another way, the probability of prevent- 
ing the onset of measles and poliomyelitis by, apply 
ing* known intervention measures is nearly 100 per- 
cent, and the probability of preventing brain tumors 
by such applications is zero. It is far more difficult to 
assign probability of success or failure to the various 
diseases and conditions that occupy the center of tHf 
chart. Here, knowledge of specific risk factors may 
be satisfactory/ incomplete, of only sketchy. Afso, 
the potential I t)f interventiorfstraiegies to reduce such 
risks may. depend heavily on the characteristics *of the 
; people the preventive measures attempt to reach, the 
appropriateness of the particular measures selected to 
= . reach them, and the skill with which these measures'^ 
are applied, Thus the or.de r and placement of the 
diseases and conditions listed in the. center portion of 
figure 3 are intended only to be illustrative. 

In short, the potential scope of disease^preventton 
and I health promotion is vast, the ' types of possible 
interventions extraordinarily varied; and the 
knowledge base uneven. Thus large generalizations 
about the likely future role of prevention in reducing 
premature death 'and avoidable disability are" ' 
dangerous. FortunateLy, the data in section I indicate 
that many of the diseases, and conditions that consti- 
tute the Nation's most pressing health problems are 
ones where knowledge of , risks r and effective risk 
"reduction approaches are present and growing. 
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SECTION I: The Illness Burden That Prevention 
Could Reduce 

■ ■ * ■ ■ ■ , ■ . 



Overview ^ 

This section describes the major challenges to 
prevention of avoidable illness and disability, today as 
defined by the conditions that constitute the Nation's 
leading causes of death and potential years of life * 
lost. These conditions are then juxtaposed to a sum- 
mary of risk factors whose reduction might be ex- H 
pected to lighten the burden to a greater or lesser de- 
gree. The challenges to risk reduction in different 
age groups are reviewed. 

Leading Causes of Death 
Teday and Yesterday 

*' • # » • ■ ■ 

An average American baby born in 1978 can ex- 
pect to live more than 26 years longer than one who 
was born in 1900. A large part of this dramatic in- 
crease in life expectancy results from the prevention 
and control of communicable diseases that formerly 
accounted for high rates of death among children and* 
young adults: in 1915, when. States first began to 
register births, 100 of every 1,000 babies born alive 
died during the next' 1*2 months (Bureau of the 
Census, 1943). By 1950, this rate ha* fallen to 29,2 k 
arid, 1 by 197,8, to 13^8. Put another wL^ if the 1915 
infant! mortality rate had persisted, J^* 1978 more 
than 300.000 t?ab | jes would , have died whose deaths 
were in fact prevented. Had the 1900 death -rates for 
tuberculosis, diarrhea, diphtheria, agd poliomyelitis 
persisted, these diseases together would have prema- 
turely claimed the lives of 840,000 Americans in 
1977 (OA3H-SG, 1979a>. 

Mflpil<*conrinuing' efforts to extenAthe control of .» 
communicable diseases and to recraee infant mor-^ 
tality amYmg groups of the gopulation where it is still 
inordinately high, the Najion now faces new chal- 
lenges in its pur.su U of prevention. The data in fig- 
ure 4 indicate where these new challenges lie. As 
shown in the ]efi=hyVftd bar, the four leading causes 
of death in 1975 wjfe heart disease, malignant -neo- . 
plasms (cancer), stroke, and accidents, poisonings. 



arid violence. Together, they account for 4 out of 5 
deaths. Heart disease accounts for about 2 in 5 
deaths, cancer 1 in 5, and accidents 1 in 10. The. 
category respiratory diseases also figures as a numeri- 
cally important cause of death. 

The middle bar shows the impact of five leading 
categories of disease on years of lost life, based on 
current life expectancy rates at each age. Heart- 
disease and. cancer again dominate; but, because 
these diseases strike at higher rates of frequency in 
older age groups, they account for a smaller proper 
Hon of lost years than they do of deaths. Also; be- 
cause children, teenagers, and young adults are the 
most frequent victims of accidents and violence, the 
proportion of pofSBtial years of life lost from this 
cause is almost twice as high as the proportion of 
deaths. Finally, deaths associated withw congenital 
anomalies and certain causes of perinata%jmortality, 
though relatively small in number,, aocount for ^ siz- 
able proportion of total years of potential life lost be- 
cause they occur at the early end of the life span. 

The right-hand bar shows the present value of 
lifetime earnings lost due to premaiure mortality, 
The percent, distribution of lost earnings follows 
closely that for years, of life lost, with deaths result- 
ing from heart disease, cancer,^ and accidents ac- 
counting for about threc-fourqrs of the total. Heart 
disease accounts for 38 percent of deaths, but ac- 
counts for only lo percent of lost earnings because 
these deaths occur rather late in life at ages for which 
relatively few' productive years remain. Accidents^ on 
the other hand, represent only 8 percent of deaths 
but account for 22 percent of lost earnings because 
deaths due to accidents occur at relatively young ages 
and many years of potentially productive activity are 
lost, . ' < 

In summary, heart disease, cancer, stroke, ac- 
cidents, and congenital anomalies present major chal- 
lenges to prevention measured in terms of total 
deaths, that might be avoided or years of life to be 
added and lost .earnings that could be saved, ■ '■ 

In figure, 5, age-adjusted death rates are shown for 
the five leading causes of deat^in 1977 and in 1900, 
As can be seen, the three disease categories most 
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Figure 4. Number and'pereent distribution of selected causes of death, potential years of life lost, and earnings forgone: 

United States, 1977 ■ 



! prevalent* at the turn of the century were influenza 
and pneumonia, tuberculosis, and diarrhea and 
related diseases. Deaths from these conditions have 
been prevented or controlled, and the conditions that 
occupy center stage * today are quite different.* The 
age-adjusted death rate for influenza and pneumonia 
in 1900 was equal to the present rate for hearts 
disease, and the rates for tuberculosis and diarrhea 
were in excess of the present rate for cancer. 
Accidents and stroke increased with respect to rank 
order" of causes of death, but the, age-adjusted death 



rates from 
reduced. 



these conditions were enormously 



The relative positions of the leading causes of 
death today are very different from w,hat they were 
in 1900. The four leading causes in 1977 accounted 
for 71 percent of all deaths, but the four leading 
causes in 1900 accounted for only 40 percent. While 
part of this difference may reflect changes in death 
reporting, the figure, indicates the greater variety of* 
lethal illnesses to which the population of 1900 was 
subject! Successes, in preventing or compiling the 
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Figure 5, Age-adjusted death rates for the 5 leading causes of death in HJQO for 10 States and th© District of Columbia 

* and in 1 977 for the United States * 



century introduced another type of risk. The effects 
diseases, most, prevalent at the turn of the century re- 
flect the combined contributions of epidemiology, 
plbiic health and sanitary engineering, medical 
science, technology, and a steadily rising general 
standard of living that has led to improved levels of 
nutrition and education, • . 

On the other hand, the current preponderance of 
heart disease, cancer, stroke, and, accidents and . 
violence as major causes of death reflects to some 
degree the introduction of risks or increases in risks 
less prevalent in '100. Thte introduction of the auto- 
mobile is ah obvious example. Motor vehicle ac- 
cidents now account for almost half of all accidental, 
deaths; and automobiles, their 1 many benefits not- 
withstanding, have also become 'an important direct 
and indirect source of air pollution. The widespread 
adoption of cigarette smoking after .the turn of the 



on health of rfaany other changed circumstances in 
20th century living— such as, new dietary patterns, 
the introduction of new chemicals into the environ- 
ment, and decreased levels of physical activity at 
work— are only beginning to be understood. 

Up to this point in the section, the figures have 
presented a limited number of major causes of death. 
In figure 6, the list is expanded to 10, which together 
accounted for 82 percent of the Nation's deaths in 
1977, Two of the categories in this figure, motor 
vehicle accidents and accidents other than motor 
vehicle are broken out of the single inclusive 
category accidents, poisonings, and violence, used in 
the earlier .figures. The categories diabetes, cirrhosis 
of th<3 liver, arteriosclerosis, and suicide are intro- 
duced* AlthoUferMhey represent only small percent- 
ages of total deaths, each poses special problems for 
particular age groups in the population. 
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Th| juxtaposition, of one or more risk factors with 
which each of these 10 causes of death is associated 
suggests major challenges to and. opportunities for 
prevention, In each instance, the association of the 
risk factors with the diseases here listed either has 
been statistically established as significant or has 
been suggested as relevant, as in the case of stress 
and lack of physical exercise. 

As can be we^ some risk factors relate to per- 
sonal lifestyle, some to inherited biologic characteris- 
tics, and some to environmental hazards, Thus 
actions to control these risks are required by indivi- 
duals themselves, by the medical, public health, and 
engineering professions, and by public policymakers. 

Not too many years ago, chronic diseases and ac- 
cidents were accepted as inevitable "blows of inscru- 
table fate or as natural concomitants of aging. Many 
of the risk factors that are associated with these con- 
ditions remain unidentified, but some actions have* 
been indicated that could, possibly reduce the very 
heavy burdens of illness and death. 



Challenges to Risk Reduction in 
Different Age Groups 

Looking at the major causey of death for the total 
U.S. population conceals important differences in the 
risks to health experienced by people in different age 
groups. Healthy People (OASH-SG, 1979a) points up 
some of these differences, reviews major opportuni- 
ties for prevention, and sets national goals for dif- 
ferent age groups. Highlights are summarized here. 

Major Risks to Health of Infants— 
Under*! Year of Age . * • 

Despite the dramatic decline in infant mortality 
throughout the 20th century, the first year of life 
remains a hazardous one. With. the exception of peo- 
ple 65 years of age and over, death rates for infants 
exceed fhose at all other times of life, 

infant deaths today are principally associated with 
1 of 3 causes, as illustrated in figure 7: immaturity- 
associated (low . birth weight) and birth-associated 
conditions and congenital birth defects. Deaths asso- 
ciated with these conditions tell only pari of the 
story because survivors of all these conditions have 
greatly increased chances of experiencing develop- 
mental problems and severe, lifelong disabilities. 

About 7 percent of American babies are of low 
birth weight (2,500 grams or less). This percentage is 
higher than that for several Western European coun- 
tries, which may account for lower infant mortality 
rates for those* countries. In Sweden, for ^example, 
only 4 percent of newborns are of low birth weigh^. 
Pregnant women who lack proper, nutrition incur 
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Risk factor 


Cause 


Percent of 
all deaths 


Heart disease 


37,8 


Smoking,* hypertitiiion/ 

alivatid serum cholesterol Mdieih 
lack of esireiit. diabetes ; stress, 
* family history 


Malignant 
ntoplasms 


20 A. . 


Smoking,* worksite carcinogens, 1 
environmental earcinogen^, 
alcohol, diet • 


Stroke 


9.6 


Hypertension,- smoking, 1 
ilevated serum cholesterol 
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othif than 
motor 
vehicle 
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Alcohol, 1 drug abuse, smoking 
(fires) i product design, handgun 
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Influenza and , 
pneumonia 


2, 7 


Smoking, vaccination status 1 


Motor 
vehicle 
accidents 


3,6 


. Alcohol, 1 no seat belts, 1 spied, 1 

roadway design, vehicle engineering 
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,1.7 


Obesity 1 


Cirrhosis of 
: the liver 


1.6 


Alcohol abuse 1 * 


ArtariosclifQSis 


l.S 


Elevated strum cholesterol 1 


Suicide 


1.5 


Stress, 1 alchoho! and drug abuse, « 
and gun availability 



Major risk factors, " 
SOURCE; Office of Disease Prevention ahd Health Promotion, 



Figure 6. Major causes of death in 1977 and associated 
risk factors , 



greater risk of either bearing infants of low bicth 
weight or having. stillborn infants. Maternal smoking 
has been identified through recent research* as 
another risk factor to pregnancy outcome, Smoking is 
associated whh slow, fetal growth, doubling the 
c^ice of having an infant of low birth weight and 
increasing\the risk of stillbirth (Meyer, 1978). 

Reducti oTn of deaths from birth-assoeia wd condi- 
tions depends in part on early identification and clini- 
cal management of medical risk factors during- the 
course 1 ' of prenatal care. However, many childbirth 
risks .cannot be tie tec ted in advance; thus prompt 
care by skiljed professionals is required at the time of 
delivery. 

Given current knowledge, many congenital birth 
defects cannot be prevented, hut many can be. Such 
, defects include congenital physical anomalies, mental 
retardation, and genetic diseases/ The, Center for 
Disease Control estimates that the incidence of men- 
tal retardation could be reduced 20 percent if known 
preventive measures were jo be universally applied. 
Examples of measures include newborn screening 
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Figure 7. Major causes of death among infants, according to color: United States, 1976 



and prompt continuing treatment of phenylketonuria 
(PKU) and congenital hypothyroidism. 

Birth defects *may be caused by inherited factors or 
can result. from exposure of the fetus to\infeetious or 
toxic agents during pregnancy, especially during the 
first 3 months. Detection of many genetic disorders * 
before, during, and shortly" after pregnancy is possi- \ 
ble, as are options for interventions. Hazards to the 
fetus from its prenatal environment can he reduced. ' 
Risk factors to the fetus in its prenatal environment 
include but are not limited to the* following: 

■'^ Rubella (German measles) when it affects a 
mother during the first trimester, 

• Radiation and chemicals in the mother's work- 
pla%e, especially during the early weeks of fetal 
development, and exposure to X-rays, 

• Certain medications ingested by the mother, 

• Smoking, > , 

• Alcohol consumed by thq mother, especially in 
excess of one ounce daily, in early pregnancy. 

Because of the many opportunities for risk reduc- 
tion, the goal set by the Surgeon General is to 



reduce infant mortality by at least 35 percent by 190, 
to fewer trjan ; 9 deaths per 1,000 live births, 



Major Risks to Health of Children— 
1-14 Years of Age 

. •«: ■ .. ■. . - ,'<•' ':■ 

Children have benefited to an extraordinary, de- 
gree from the prevention and treatment. of the many 
communicable diseases that used to threaten their 
lives and health. The death rate for children 1-14 
year? of age had b#en %]Q per 100,000 in 1900; by 

%cord low of 43. Accidents 
as the major risks to 




1978, it had falle 
have , replaced 
children's live 

Almost lO^^^H^^^R children were killed in 
accidents in 1 ^^^r^tl^ri.fqur times as ,many as 
died from cancer, ^the^TO^ieadi^ cause; While fc 4 ac- 
cident" is commonly u$kT to describe unintentional 
injuries to the human body, it is an unfortunate term 
to use because it connotes acts of fate beyond human 
power to control. In fact, the majority of such events 
can be prevented through changes in lifestyle or in 
the^environment or in both. 
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Th| opportunities for prevention become selfV 
evident when childhood, deaths resulting from ac- 
cidents are analyzed by type. Almost half of such 
deaths, are associated with motor vehicles, As: figure 
i shows, such accidents are the second leading cause 
of death fpr children. 6 Failure to place small children 
in car safety restraints and to enforce wearing seat 
belts among older children as well as dangerous driv- 
ing constitute major risk factors. 

Accidents other than motor vehicle constitute the 
leading* cause of children's deaths. Risk factors in- 
clude both lack of appropriate supervision and expo- 
sure to environmental hazards. Drownings account 
for 8 percent and residential fires for 6 percent of 
deaths. Access to toxic substances in the home — 
such as, drugs, cleaning agents, and plant sprays— , 
presents another class of risks. Poisoning deaths have 
declined sharply with the advent of childproof pack- 
aging, but they stilt account for 4 percent of the 
deaths resulting from other than motor vehicle ac- 
cidents arnong children under 5 years of age. Each 
year ingestion or Inhalation of lead causes central 
nervous system damage or mental retardation in 
6,000 children find death for another 300-400: 
. ' . . : J.\. ' ' " 



Most childhood accidents are not fatal Neverthe- 
less, they usually cause suffering, often cause per- 
manent impairment, and almost always create 
demands on the health seryice system. Most nonfatal 
accidents are associated wilh recreational activities 
and equipment, '"■ 

In examining other leading causes of children's 
deaths, the opportunities for reducing risks become 
less clear. The risk factors for childhood cancer are 
not - yet well understood. Fortunately, recent ad- 
vances in treatment have considerably improved the 
chances of survival Deaths from birth defects par- 
tially reflect failures of amelioration at earlier ages. 
The numbers of deaths caused by influenza and pneu- 
monia among this age group are in fact already quite 
low; how much further reduction can be made * is 
uncertain. 

That homicide constitutes a major cause of death 
for American children is shocking, especially because 
it serves as merely one measurable indicator of child 
abuse and neglect that may take many forms. Child, 
abuse is greatly underreported, but estimates of cases 
range from 2100,000 to 4 million a - year. Child 
neglect, emotional and physical, is- generally thought 
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Figure 8, Major causes of death among children 1-14 years of age, according to color: United States, 1S76 
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to be more common, lis long-term consequences to 
\physical and mental health may be equally serious, 
jThe complex interacting forces that lead parents and 
• other caretakers to neglect or abuse children are not 
as yet well understood. However, risk factors include 
alcohol, general family disorganization an^insta- 
,bility* inability to manage stress, and unrealistic^ 
parental expectations, Unwanted children, children of V 
teenage mothers, and children in families with close-" 
ly spaced; children are believed to be at special risk. 

Other barriers to healthy growth of children are not 
reflected in death and injury rates but dp interfere 
with normal intellectual and physical development 
and. can create risks to health in adult life. For 
example, vision problems can impair learning ability 
if they remain uncorrected. During 171-72, 24 per- 
cent of children 6-17 years of age had vision prob- 
lems; 3 percent of these problems were uncorrected. 
Improper nutrition has been associated with slow 
mental development/ Fortunately, nutritional defi- 
ciencies in the population have greatly decreased. 
However, ill-advised food choices and poor eating 
habits begun ,in childhood may have both short-term . 
and long-term consequences. For 'example, the fre- ^ 
quent consumption of sugar increases the risk of , 
dental caries. In addition, too much fat, saturated fat, 
and cholesterol may contribute to risk of hqart * 
disease in adult life, r ; 

Major threats to child health could be reduced by 
preventing children's involvement in motor vehicle 
and other aceicjents. A 50-percent reduction in fatal 
accidents would be enough to achieve the Surgeon 
General's goaf of fewer than 34 deaths per 100,000 
children by 1990, At the same time 5 many other not 
so easily quantifiable obstacles to healthy emotional 
and physical development of children need to be ad- 
dressed through preventive measures. 

Major Risks to Health of Adolescents and 
Young Adults— 15-24 Years of Age 

Many of the tragedies from violent death, sterility, 
and parenthood that occur to young people appear to 
be associated with inability to deal appropriately with 
. the strains, opportunities, and responsibilities that 
4 accompany the transition from child to adult status. 
Unlike Americans in every other age group, tj|e 
death rate for the 40* million adolescents and young 
adults is higher today than it was' 20 years ago. The 
major health problems for this age group are violent, 
death and injury, alcohol and drug abuse, unwanted 
pregnancies, and sexually transmitted diseases,- As 
the data in figure 9 indicate^ accidents, homicides, 
and suicides are by far the/leading causes of mor- 
tality. Together they account for about 75 percent of 
the deaths. . \ 

Excessive driving speed and alcohol, as young 
people 'and others recognize, are strongly Associated « 



with motor vehicle accident fatalities: AlcohoJ-relaied 
accidents are .the leading cause : of death lor those 
1 5,-24 years of age, and 60 percent of all alcohol- 
related highway traffic famliiies are among this age 
group. Risks from alcohol and fast driving are exa- 
cerbated by failure to use seat belts. 

The social, psychological, and cultural reasons 
behind the high rates of homicide . in * the Ignited 
States, are infinitely complex, but alcohol appears 
again as one of the precipitating risk factors, Eas^ : ac- 
cess to firearms appears to be another, % 

In 1 97-6, more than. 1 of every 10 teenagers and 
young adults who died committed suicide. Firearms 
are used in suicides more than four times as often as 
poisoning, the second most frequent rnethod. 

Adolescents and young adults are particularly 
prone fo infection from sexua Ify ira nsmitied diseases. 
These young people experience 75 percent of the es- 
timated 12 million caies of such diseases: that occur 
each year. Young people are most apt to contract and 
spread sexually transmitted diseases, but, women and 
children are most likely to suffer the worst conse- 
quences, C h la m y d i a_^ p n e form of sexually transmit- 
ted diseases, causes an estimated 50,000 eye. infec- 
tions and 25,000 eases of pneumonia each year in 
infants. ; The most serious complications caused by 
these diseases are pelvic infiamatory disease, ster- 
ility, infant pneumonia, infant death, and mental re- 
tardation among offspring. 

Pelvic infiamatory disease accounts for over a 
quarter of a million hospitalizations and 50,000 surgi- 
cal procedures each year, most among women and 
many involving total removal of the .reproductive or- 
gans, Sterility due to pelvic infiamatory disease 
currently affects over 50,000 women annually. 

Risk of sexually transmitted diseases is greatly re- 
duced by consistent u§e of condoms. Transmission of 
such diseases and limitation of disability or complica- 
tions associated with such disease can be curtailed 
through early diagnosis and treatment. However, ef- 
fectiveness depends on reaching patients who attend 
clinics and those identified in screening programs as 
-well as all contacts. 

Birth control methods currently prevent an es- 
timated 750,000 unwanted pregnancies among 
teenagers each year. However, teenage girls are the 
"age group least apt to avail themselves of this protec- 
tion. Each year about 1 million teenagers, .1 of every 
.10, becomes pregnant; of, these, two-thirds are un- 
married and about 3 in 10 elect to terminate preg- 
nancy. The babies of teenage mothers are at special 
rtek of low birth weight and other unfavorable out- 
comes. The mothers face Serious problems of dis- 
rupted schooling and public dependency. 

The Surgeon General hay set a national goal to 
improve the health and heinth habits of adolescents 
and young adults and, by 1990, to reduce deaths by 
at. least 20 percent, to fewer than 93 per I00,00(^ 
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Figure 9, Major causes of death among parsons 1 5-24 years of age, according to color: United States, 1976 



The specific challenges are to reduce fatal motor 
vehicle accidents, homicide, alcohol anddrug abuse, 
unwanted pregnancies, and sexually transmitted 
diseases; but, strategies for action will need to be 
devised within thjs larger context. 
Major Risks to Health of Adults in the 
Middle Years— 25-64 Years of Age * 

Among people in the middle yedrs, heart disease, 
cancer, and stroke dominate all other causes of 
death. Cirrhosis of the liver, accidents, and homicide 
also rank hrgh, but they account for considerably 
lower proportions (figure I OK 

Approximately 170,000 peqple in this age group 
died in 1977 from heart disease . Heart disease is the 
leading gause of death for nien over 40 years of age. 
The mortality rate for heart disease 'among premeno- 
pausal women is much-lower tharvfor men but grad- 
ually catches up after menopause. Not only is heart 
disease a 1 major cause of death, but it is also , the 



greatest source of permanent disability claims among 
workers under 65 years of age. Stroke remains the 
third heading cause of death in this age group and 
was responsible for almost 26,000 deaths in . 177; 
Severe handicaps of motion, speech, and memory 
frequently afflict the survivors. 

The major risk factors for heart disease and stroke 
are smoking, high blood pressure (i.e., systolic pres- 
sure of 140 mmllg or more or diastolic pressure of 
90 mmHg or more), high serum cholesterol, and dia- 
betes. The associated risk factors are as follows; 

» The death rate for heart disease is nearly twice 
as great for cigarette sfltekers as for nonsmok- 
crs. The difference^ is greater in people 

under 65 years of age, f9Bjs proportional to 
the number of cigarettes smoked; 

« High blood pressure* is significantly associated 
with coronary heart disease and stroke. The 
rate of coronary heart disease among men 45- 
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Figure 10, Major causes of death among persons 2S-64 years of age, according to color: United States, 1976 



64 years of age is two to three times greater for 
those with pressures above 160/95 mmHg than 
for those with pressures below 140/90 mmHg; 
strokes are three times as frequent among peo- 
ple with systolic pressures above 160 mmHg as 
amon^t hose with systolic pressures below 140 
mmHg, 

Premature heari disease is unequivocally asso- 1 
crated witrv,eleyted serum cholesterol levels, 
which in turn ire linked to hjgh levels of fat 
(particularly saturate^) and cholesterol in the 

■ diet Heart attacks are five times as frequent in 
men and women 35-44 years of age who have 
serum cholesterol levels above 265 milligrams 

'per deciliter as among those with levels below 
220.: However, current research suggests that, 
measuring different types of lipoproteins, 
which are cholesterol carrier substances in the* 
blood, may become a more accurate means of 



predicting heart' attacks than measuring! serum 
cholesterol alone, 

• Diabetics have at least ty)ice as many heart at-* 
tacks and strokes as no/fdiabetics of the same 

age, ,v 

Risks for particular types of heart disease have 
also been found to* be potentiated by certain drugs, 
including oral contraceptives high in estrogen, espe- 
cially among smokers. 

Other factors that appear to contribute to the risk 
of heart disease include overweight) physical inac- 
tivity, genetic predisposition, and personality patterns 
related to stress. The independent contribution of 
each of these factors is unknown because they usu- 
ally occur in combination with the major risk factors. 

Despite the strides made in identifying the various 
risk factors for heart disease and stroke, as yet there 
is no way to explain or predict a large portion of the 



cases that occur. Many smokers with high blood 
pressure and high, serum cholesterol counts will es- 
cape premature death or disability from these 
diseases, and many nonsmokers apparently in prime 
physical condition will become victims of these 
diseases, Reducing risks can provide no guarantees, 
_but it can measurably increase the chances for 
escape,. i ; . ■ * A - . - ' . . ' ■" . 

One in four Americans contracts cancer. It claimed 
the lives of almost 390,000 "in 1977, O0 4 000 of 
whom were in the middle years of life. Cancer fol- 
lowed heart disease as a leading cause of .death for 
those 25-64 years of age, Cancer is not a single 
disease but rather a group of diseases, each with its 
own rate of development and occurrence but Jiaving 
in common an uncontrolled multiplication of malig- 
nant cells. Some types grow slowly, others fast An 
awareness of the multiplicity of eahcer types is cen- 
tral to consideration of 'prevention, since environ- 
mental, biological, and lifestyle conditions- that may 
be antecedent and predisposing are often different 
for cancers of different sites, 

Alrfiost half of all cancer fatalities are 'from the: 
following three varieties: lung, large intestine, and 
breast. 'As already noted, lung cancer is the leading 
cause of death from this disease for men .and, if 
present trends continue, may soon become the lead- 
ing cause for women, replacing cancer of the breast. 
Men and women ^experience cancer of the intestine 
at about the same rate. 

While the causes of most cancers are unknown, . 
many contributing factors have bfeen identified. For 
some, the extent of the added risk has been meas- 
ured; for ^others, the results of research are not yet 
conclusive. Some of the major risk factors are smok* 
ing, alcohol, radiation, and chemical exposures at the 
workplace and in the water and air. Diet and heredity 
are also implicated/ . 

Cigarette smoking is responsible for more 
7 cases' of cancer' and more deaths from cancer 
than any other known agent. Smokers have 
atfout^lO times the frequency of lung cancer, 
3-4 times the frequency of cancer of the oral 
cavity, more than 3 times the frequency of 
cancer of the larynx, more than twice the fre- 
quency of urinary bladder cancer, and about 
twice the frequency of cancqg, of the pancreas 
(har nonsmokers have. Smoking can also in- 
crease the risks associated with other, factors, 

* Higher rates of cancers of the larynx, oralcav* 
ity, esophagus, and liver occur among people 
consuming large amounts off alcohol over time, 

• The connection between cancer and direct radi- 
iirtion exposure both from X-ray equipment and 

''Tfrom "slinlight has long been established, and 
protective measures have been devised. How- 



ever, problems remain in determining safe 
levels of exposure to lottfelevel radiation ema- 
nating .from the many sources in 'the natural' 
and man made eri^ironrrient to which an jndivi* 
dual may be subjected during the course of a 
lifetime. Methods to monitor such exposures, 
are not yet developed, . 

• Occupational exposures to certain chemicals 
can cause cancers trhat are rare in the general 

. "population and can increase the incidence of 
common types. For example, plastic workers 
exposed to vinyl* chloride are at .200 times 
greater risk for liver cander,^4 times greater 
risk -for brain career, and 2 times greater risk 
for lung cancer than' the general population, 
Current epidemiologic evidence builds a con^ 
, vincing case for the carcinogenicity in humans 
of 20 chemicals and compounds. More than 
2,300 ' other specific Chemicals, are suspected 
carcinogens. 

• Potentially carcinogenic industrial and agricul- 
tural wastes have polluted the water, thereby 
exposing entire communities to increased risks 

. of cahcer. The extent to which hazardous waste 
disposal lites may prove to be time bombs in 
; . the future is unknown, • " v 

», Pollution of the air from automobile exhausts, 
burning of fuels, and industrial activities may 
be associated with increased lung cancer rates 
among the populations of certain .communities, 
but the relationships are not yet well^ estab- 
lished. • ' 

• Certain foods— such as" fats— and methods of 
food preparation— such as charcoal broifi fig- 
ure under study as possible risk factors for cer- 
tain types of cancers, as are certain methods of 
preserving—such as use of food additives and 
pickling, The role of fiber in the diet as a po- 
tential protective measure is also being 
examined, 

• The significance of family history of cancer 
varies among cancer types. " Sisters and 

i daughters of women with breast cancer are 
known to be at higher risk of this c^faition. 
For most other types, the connections are 'not 
clear. Since families often share the same 
habits and physical environment over long 
periods of time, it is difficult to determine how 
, , much clustering of cancer can be assigned to 
heredity,. The Surgeon General's -report con- 
cludes that overall only I or 2 percent of ; can- 
jL cers can be directly attributed to heredity. 
The challenge in prevention of cancer is twofold. 
Measures taken to reduce factors that constitute 
known risks can lower the incidence of certain types 
of cancers— lung and other respiratory tract cancers- 



bfing prime examples. Physical examinations or 
screenifig to detect and treat the condition before 
major spread can, prevent death in certain other 
types^riotabiy breast cancer and qancer of the repr^ 
ductive brgans\ ■ 
. Since cures are at best uncertain, pre venting initial 
incidence is preferable. However, notwithstanding 
the many risk factors for capper jriat have been iden- 
tified^ many more remain undiscovered. -In addition, 
the increased probabilities of^cuncer incidence when 
one or more risk factors interact are only beginning 
to be quantified, 

. In 1977, 30,000 deaths were attributed to cirrhosis 
of the liver: of these, more than two-thirds were 
among people 25-64 years of age. Figure 10 shows 
cirrhosis to be the fourth leading cause of death 
^ among this age group. Alcohol is a contribi/tor to 95 
percent of suco deaths. As already noted, alcohol is 
known to play a significant part in both motor vehi- 
cle and other than motor vehicle accidents and homi- 
cide, all of which remain important causes of death 
among adults in the middle years of life. r 

Many other acute and chronic health problems for 
which risk factoit are unknown afflict people in the 
middle years without causing death, These include 
respiratory infections, digestive disorders, and 
arthritis, Periodon lal disease is an example of a very 
prevalent oral disease, which is the primary cause of 
tooth loss in adults over 35 years of age. This disease 
can be prevented or controlled through proper, 
prompt, and continuing personal and professional 
care that emphasizes the importance of oral hygiene, 

The Surgeon GeneraTs national goal is to improve 
the health of adults and* by 1990, to reduce deaths 
among people 25-64 years of age by at least 25 per- " 
cent, to fewer than 400 per 100,000. 

The public now has a greater understanding of tjhe 
major risk faeiors that increase the probabilities? for 
heart disease, cancer, and stroke. Therefore, it is rea- 
sonable to assume that present downward t re rids in 
the death rates of heart disease and stroke can he 
maintained and thai crtain cancers can be reduced. 
If SO; the Surgeon * ; noral's goal will be attainable.' 

Major Risks to Health of Older Adults—* 
65 Years of Age and Over 

Most Americans 65 years of age and over live in 
their own homes and are healthy and independent. 
Only 5 percent live in institutions, many only while 
recovering from an illness. Nevertheless , v t he propor- 
tion of. people with health problems increases with 
v'Up to. 18 percent of- people 65 years of age and' 
:r are in- some way limited ir\their-#bility to move 
ounfd freely; about 30 percent of them report their, 
alt [V as being poor or only fair, corn pa red with -22 
percent c)f people 44-64 years of age, 



/ The* major, causes of death, and w handicap in this 
age group are similar to, those for a'dults; in the mid- 
die years .(figure 1 1), Heart disease is .preeminent- 
and cancer and stroke account for very large propor- 
tions. Sometimes* these major health problems are 
rooted in environmental exposures or lifestyle 
behaviors tif such long standing that irreversible 
damage has been done. Sometimes, however, 
preventive interventions may provide a new lease on 
life; Such interventions ipclude controlling high 
blood pressure, stopping smoking, changing to 
healthier diets, and participating in moderate exercise 
regimes,. 

As yet, Tittle is known about the capacity to 
reduce risks of heart disease arid stroke among older 
people'^. It is encouraging to note that the prevalence 
of higtublood. pressure in people 65-74 years of age 
declined from 49 percent to 41 percent between 
1960-62 and 1971-74. Premature deaths from 
influenza and pneumococcal pneumonia can be gfBatly 
-% reduced through the administration of vaccines, 

A major challenge to prevention in the older age 
groups is not just the extension of life but the exten- 
sion of years of life that can .be lived actively with 
pleasure and with minimal dependency, ■ 

The decline in death rates among the younger 
groups in the population has meant a corresponding 
increased proportion in the older groups. Today,' the 
24 million peopte of 65 years of age and over consti- 
tute 1 1 percent of the population; by the year 2030, 
they 'will number 50 million and constitute 17 per- 
cent of the population. If the Nation has not by then 
learned to keep an. even greater proportion of the 
elderly population healthy and independent than is 
the case today, the drain on resources Tor medical 
care "witl.be enormously heavy, 

: ' From 1972 through 1977, people in this age group 
had an average of about 37 days of restricted activity 
resulting from illness or injury — that is, days whfep 
illness or injury restricted their usual activity or con? 
fined them (o bed— compared with 2% days for peg- 
pie 44-64 years of age, Those in the older age group 
■ were confined to bed an average of 14 days out of 
rhe year, compared with -8 day#^Tor those in the 
younger age group, At' le^rf^twp- thirds to three- 
, fourths of the days of\^Jed. disability result from' 
chronic rather than aei^re conditions, 

The most frequent chronic conditions and impair-, 
t ments for older people are arthritis, which affects 44 
percent, and high blood pressure, which affects 35 per- 
cent. Reduced vision affects 22 percent, impaired 
hearing 29 percent, and heart conditions 20 percent, 
The prevalence of nutritional deficiencies, depression 
associated with soqkjl isolation, and mental disorien- 
tation is not know -n TTTmve y e r , when individuals are 
assaulted with constellations of these -problems, over 
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Figure 11. Major causes of death among persons 65 years of age and over, according to color; United States, 1976 



time their resilience and ability to cope can be suffi- 
ciently eroded so that they may decline into depen- 
dency; A major challenge to prevention is to inter- 
vene successfully at various points and it early 
enough stages to intercept this process. Physical and 
social risk factors for premature dependency include 
the following: ' - - 

• Social isolation, 

• Uncorrected sensory impairment, 

• Poor nutrijior£* 
» Overmedication. 

Detecting "the presence and interaction of these, 
risk, factors during the course of routine ton tacts 
with physicians and other health professionals has 9 
long been advocated (Roemer, 1945). Roemer noted 
that physician .examinations of older people should 
cover all aspects of physical, mental, and social' 



health and should include a review of all drugs^being 
prescribed for and being consumed by the individual. - 
Such systematic attention" should provide the 'basis 
for plans for corrective actions, directly or through 
referrals, ■, ■ 

Attention to reducing .the risk factors for disease 
and premature' dependency is required to meet 1 the 
Surgeon ' General's prevention goal for this age 
gsdup* The object is to improve the health and qual- j 
ity of life and, by 1990, to reduce the average annual 
jti timber of days of restricted activity by 20 percent, 
toTewer than 30 days per year. 

Summary \ 

'A very large variety of health prohtems beleaguer 
people; however, the majority of deaths and years of . 
potential life lost, botr^ in the toUil population arid 



within each^m^jor age group, jc^i be attributed to rel- 
atively few causes* The major threats are from heart 
disease, cancer, stroke, accidents and^ violence, and 
conditions , leading to injtrTk mortality! Ample room 



exists for reducing Jfisks fr&m all of them,; The sec- 1 
tion to follow showfe the. extent to. which these 'same' 
health problems, are associated wjt£ cost bjp health 
care and with other societal costs. ^ ; y * • * : 
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^CTION H: The Economic Burden ThalPrevention 
Could Reduce ; " 
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Overview T ' * 

y Measuring the dollar costs associated with failures 
of disease prevention and health pipntbtion conveys 
only a partial picture of the full' burden ortlociety, 
the pain and suffering associated jevith avoidable ill- 
ness and early death are enormous. These' human 
costs are incalculable. Even the economic pfjsis, that 
.is, the dollars associated with avoidable .mness and 
early death, cahno^ be calculated with complete accu- 
racy ■ It is impossible to determine exactly the extent 
to which disease Could be- prevented or ameliorated 
by reducing identified risk factors. The (acts are clear" 
for certain conditions, such as cancers. of the respira- 
tory tract, spinal cord mjuries f/om motor vehicle ac- " 
cidents, and certain types of birth defects/ But for 
many diseases, most notably heart disease and - 
. stroke, it is as yet impossible to predict the extent of , 

reduction in incidence that could be expectecj to ae- 
* company marked reduction in known risk factors. In 
addition, the methodologies ^for estimating the costs - 
of disease are at varying stages -of deveiopmety. 
Nevertheless, given the large share of the Nations 
expenditures for health care and fpr the support of 
dependent people with major health problems, a re- 
view of what is known, is in order, ; 

Considerable progress has been made in. develop- 
ing methodologies tfy which to calculate the. eco- 
nomic costs that occur in consequence of illness and 
death: the dollars spent directly on medical , care 
- (cjirect costs) and the dollars lost from earnings that" . 
are forgone by people who are ill or disabled or who 
die prematurely (indirect costs) (Rice, 1966; Cooper * 
and Rice,' 1976; Paringer amf Berk, 1977; Smart and 
: Sanders- ■■1976; Thompson and Mills, 1978). Total 
.cost estimates vary considerably depending on the - 
particular method used, .the assumptions made, a,nd 
the categories of fcosts included iri the calculation. In 
turn, the choice of method in any instance depends 
on its suitability for the particular type of problem 
being addressed and the data that are available with 
which to add Bess it, For purposes of. this report, it is 
not necessary to compare the various methodologies 
in detail? Rather, after a genera] explanation of the 



way eqsts are calculated, results of several studies are 
used tcf illustrate the general magnitude of the costs. 
Associated v|th .Conditions- that are at least iri some 
part preventable and to show the relative share of 0 
* these costs that are attributable to dach of these - 
' disease^eategories. * .*>.. 
The following; brief review d^aws first on analyses f 
performed by /the Public Services. Laboratory at 4 
Georgetown* Oniversfity. on 1975 data. These analyses 
uillow for the calculation of the year's costs of morbi- 
dity and mortality for, all tfte broad disease categories.. 
The review also draws on a new analysis of cancer 
costs in the United States* for 1977 by the National 
Center fpr Health Statistics and on a recently com- 
■ pieted 3-year-study of mo-tor- vehicle accids^t inju- 
ries,; cancer, and selected circulatory system disorders 
conducted 1 for the Insurance Institute of' Highwa, 
Safety by Policy Analysis, Inc, in Boston. The; 
specific conditions analyzed' in these studies togeth^ 
account for a very large share of medical costs ahdj^ 
costs of future earnings forgone resulting from <0 k 
bility or untimely death" 

■ 4= ■ 

Direo| tfnd Indirect Costs of 
; illness and Death 

••: The^same relatively 'fefw, diseases and c 
that account for a huge proportion of all /i 
the United States also accouru for a iionjf 
the economic burden. To ilLustrate, in thi 
direct costs for hospital inpatient care a 15 
of fhe circulatory system (heart disease/ 
cancer, accidents, and violence accoujt| 
38 percent of the days patients spen|pp]( 
hospitals in 1977, In actual numbers, tyM 
for almost 100 million days and S17.2 /bi| 
pital care costs. Unfortunately, the &oM, 
dans' services, drugs, f and mAny otbe|fp 
sickness are more difficult to ailoeA^L . .^w.,.. 
categories of diseale. Thus not ail st^a&^ttempt to 
estimate them, '/ ; W/ % ' 
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p^vehtable^are atso ^t^ Lossel are 

. based on average earrtipgs by age and sex "provided 
m by, the U.S. Bureau' qjfJUbor Statistics^ adjusted for 
wage supplements su/H as employer contributions for 
social security insurance, pcivate pensions, and wel- 
fare funds. Cross-sectional profiles of average earn- 
■ ;* ings by age far each se^ are used to estimate lifetime 
earnings. In/applying these cross-sectional data, it is 
assumed that the future pattern of earnings for an 
average individual within a sex "group will follow the 

V pattern of differential earnings by age reported by the 
Bureau of Labor Statistics during the base year. This 

: rnodel recognizes that the average individual's earn- ' 
ings may rise with age and experience, * 
The use of these average earnings based on cross- 
sectional surveys "would understate the present value 
of expected lifetime earnings if futurfc economic 
growth patterns were not Jjj^en into account. Thus 

* economists-estimate and project an average - annual 
rate of gain in productivity and apply it to the cross- 
sectional earnings profiles. These estimates of life- 
time earnings also take into account' varying labor 
force participation rates. The' assumption is that indi- 
viduals will be working and productive during their 



lifetimes in 



accordance with 



the 



current 

' pattern of labor force participation for their sex and 
^age group, • " . , 

Using marketplace earnings afohe would underes- 
timate* the full economic loss resulting from illness 
among'women; thus the value of household work 
must be added to earnings; Based oh a time-motion 
study of housewives, the relevant market wages for 
v various services performed can be" multiplied by the 
' time required tor "doing that service to obtain art esti- 
mate' of the cost of replacing the [housewife's duties 
with person-hours from the lubortibree (Walker and 
Gauger. 1973). imputed household values plus 
marketplace earnings give total Earnings, which are 
used to compute the present" value of lifetime 
earnings, 

The arithmetic sum of lifetime earnings and other 
indirect costs is considered to overstate the current 
Economic value ol individuals with a given disease or 
condition. Thus a discount rate is applied to convert 
the projected stream of earnings into a figure 
designed to represent the, present value of these 
p earnings. While economists agree on the principle of 
discounting, controversy surrounds the choice of the 
particular discount rate to he employed/ Customarily, 
. discount rates employed in calculations of the in- 
direct costs of pre ma Lure death or .disability range 
.from a low of 2 percent to a high of 10 percent. The 
higher trie discount rate selected lor a calculation, 
■' the lower the projected economic cost of a disease 
will be. The estimates quoted in the following pages 
are derived from calculations thai employ the most 
conservative .rate, 10 percent. Although this method 



of costing illness and disease admittedly is incom- 
plete, it aljows af least some calculation and compari- 
son to be made of the dollar eosisvof different 
, illnesses. J 

Costs Attributable to Deaths 
Occurring in a Single Year 

( Table A displays data on the direct and indirect 
costs associated with the prevalence of four major 
causes of death: diseases bf .the circulatory system, 

.with heart disease and stroke separately displayed; 

= neoplasms; accidents, poisonings! ahd violence; and 
diseases of the respirat o ry sy s te m . Togo t her, in 1975, 

-they amounted to SI 10,8' billion, ; pr,46f percent* of the 
$238.9 billion tqtal cost of illness jnjMt year, . - ( 
Of the SI 18.5 billion of direct/rams attributable to 
the health care of all patients during 1975, 30 per- 
cent, or approximately $35.6 billion, was for the care 
of patients with diseases of the circulatory system, 
neoplasms, accidents, poisonings, and violence, a-nd 
. diseases of the respiratory systems. Of- the Si 20.4 bil^v 
lion of indirect costs conservatively attributable to 
premature mortality and morbidity from ail diseases 
and conditions, 62 percent, or $74.6 billion, was for 
thesesame major disease categories. 

In section I, discussion of challenges to prevention^ 
focused on outcomes of poor health expressed in 
terms of premature death. Table A, however, 
separates the indirect costs due 'to illness (morBidsty) 
from those due to death (mortality). As would be 
expected^ the percentage of indirect costs associated 
^'ith premature death is especially high for heart 
disease and neoplasms. It is also high for the 
category accidents, poisonings, and violence- 
phenomena disproportionately concentrated in 
younger age groups. The indirect costs associated 
with deaths frorir respiratory illnesses are low be- 
cause mortality, principally from pneumonia and in- 
fluenza, is concentrated in higher age groups. On the 
other hand, the direct costs associated with respi-j 
ratgfy illness are higher than those from accidents, 

* The difference is accounted for by the large amount 
of medical care given tor short-term respiratory 
illnesses, many of which are yiot currently 
preventable. , • v 

"The low proportion of indirect costs of morbidity 
from cancer and other neoplasms reflects the fact 
that' the period of total disability from these condi- 
tions is usually d short. Nevertheless, in absolute 
terms, the costs are high. The direct and indirect 
costs together for 1977 were estimated to total more 
than S25 billion, of which S5.8 billion was spent for 
care In short-stay hospitals and Si. 6 billion lor physi- 
cians" services, Table B sets forth these costs accord- 
ing to se lee fed sites of cancer and no n malignant^ 
nqpplasms. ■ . . 
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Table A. Estimated costs ef illness, according to type of cost and major disease category: United States, liN 



in 



costs 



indirect costs 




Disease category 



Amount 
in 



Percent 
distri- 



Direct 
costs 



Total 



Morbidity 



Mortality 





bill ions 


but (on 


















Amount in billions* 




TotaJ - 


$238,9 




$1 is;5 . 


$120,4 


$57.8 


$62.5 

■< 










Percent distribution 




Al! diseases 


■ i • i i i 


: ; . wo.o '- 


100,0 


100,0 


WQ.Q 


, , . 1^00 


- Diseases of the 

circulatory system 

Stroke... ........ 

Heart and other ....... 

An neoplasms 


45 1 * 
6.1 

- '39.6. 

- 7 18.9 . 


19.1 

I -2,5 
1B.6 
7.9 


" t35 
2.2 
■1 1 .3 
* 4.4 


24.7 ■ 

2.9 
21.8 
11.3 


15.1 

o.e 

14.f 
19 


33.5 
5,0 
28.5 

" - 20.1 


Accidents, poisonings, 
and violence.,..,..,.,...... 


/ 27 - 5 = v. 


- 1 

115 " 


58 


17.1 


9.8 ( 


{ 23,9 


Diseases of the 

respiratory system,.... 
All other ..,;,......! ...,. 


18.7' 
' 128.1 


7.8 
53:6 


* '6.4 
69.9 


9.2 
37.7 


14.8 

43,3 


4.2 



NOTE: Discounted at 10 percent All costs in J 975 dollars, 
SOURCE: (Paringer and Berk.' 1977) 

Table i, Expenditures for and Indirect costs of. mortality from neoplpsms, according to type of neoplasm: 
' United States, 1977 / i 



Expenditures for=- 




Indirect costs 
of mortality 



Type of neoplasm 



Short-stay 
hospital care 



Physician 
services 



Amount 



Percent 



AM neoplasms v ... 

Malignant 

Respiratory system...... 

* Skin 

Breast,. 

Female genital organs. 

Male genital organs 

Digestive organs .......... 

Leukemia. i ..... 

All other ........................ ■ 

Benign and unspecified 













in - 


Qistri- 


Amount 




Percent 


Amount 


j 'Percent 


millions 


buiion 


in 




distri- 


• In 


distri- 






millions 




bution 


millions 


■, - bution 






$5,768:1 




100.0 


$1,560^7 


100.0' 


$18,543, 1 r 


100.0 


632,8 


( 


11.0 


97,7 


6.3 


M, 764,0 


\ / 

25.7 


1*25,5 




2.2 


57.8 


3.7 


413.5 


2,2 


479.6 




8.3 


105.6 


6.8 


.. 2,010,7 


* 10.8 


412.? 




7.2 


. . 92.6 


5.9 


1,215.1 


6.6 


256.8 




4.5 


1 ,64.2 


4.1 


.435,5 


* "2.3 


956.0 




16.6 s 


143.0 


9,2 


4,100,9 


22,1 


164.2 




2.8 


29.9 


19 


851.5 . 


4.6 


1,591.2 




27.6 


324.7 


20,8 


4,480.0 


24:2 


1,149.4 




19.9 


645.2 


41,3" 


271 .9 


1.5 



NOTE; Discounted at 10 ptrcenC^AIi costs in 1977 dollars. 
SOURCE; Division of Analysis. National Center for Health Statistics 



Cancers of the' respiratory organs (trachea, 
bronchus, and lung) are closely associated with 
smoking and ofher identified risk factors and could 
be preventable to a large degree, As table B shows, 
these cancers accounted for more than SI in every 
$10 spent for hospital care for cancer patients during 
1977=4 at a cost of $633 million, Physicians , services 
for these cancers cost S98 million. The indirect costs 
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for cancers of the respiratory organs, S4. 8 billion, ac- 
counted fdrt more than one-quarter of alt indirect 
costs due to cancer. This is largely explained by the 
high incidence and mortality of lung cancer among 
men during productive periods of their lives. 

Excessive exposure to sunlight has been identified 
as a risk factor ]br skin cancer. Direct costs f^r skin 
cancer amounted to SI 26 million for hospital care 
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and $58 mjllibn for; physicians' services,' Indirect 
costs were; $414 millidn. Fortiiriatefy 1 thfs form of 
cancer l^fsioW in; growing and; is amenable to treat- 
ment; thus mortality rates and indirect ncosts are low, ; 

Occupatioftal Ind environmental hazards are 
known to contribute lo cancers of_ the bladder, and 
other sites.' However, the extent of the contribution 
has jiot been sufficiently, determined to permit esti- 
mation of the associafttd costs, J - 4 "V" " 



Lifetime Costs of Selected 
Conditions ^ = , 

Up to this poinj,, the discussion has reviewed the 
' results of studies that focffsed on the costs due to the 
pre valence of all cases of a particular conditio n or 
conditions during a given year. In this approach* the 
analyst calculates the medical expenses of all cases 
prevalent in a particular reference year anET assigns 
indirect costs* from future earnings forgone; due to 
mortality back to that year. Estimates derived from 
this method provide a useful overview of costs attri- 
- by table to various diseases and conditions at v any 
given point in time as well as the relative costs attri- 
butable to different conditions at that' time. 

It is also important to know the lifetime costs as- 
sociated with the incidence of disease,. of the cost per 
new case of disease from onset until cure or death, 
so that the savings or benefits of preventing a new 
case of disease can be estimated. Lifetime costs per 
case are difficult to estimate, They require calcula- 
tions; that take iritoSaccount the likely course of a 
disease, the type, jfttime, and^ost of medical dare 
that will be used, the amount of disability and 
debility, the time between onset and death or cure, 
and the impact of morbidity and^ mortality on earn- 
ings. These factors vary greatly even within a specific 
disease category such as cancer,, where they will 
depend on organ site, 4 histological type of cellular, 
change, and stage of disease development when 
treatment starts. Limitations of data and knowledge 
preclude the estimation of many of these factors. The 
incidence method of disease costing, under develop- 
ment for several years by Policy Analysis, Inc., pro- 
vides estimates of the economic benefits that might 
be gained in the- future by altering the number of 
new cases that .occur. This type of analysis is also 
useful for looking at the economic consequences to 
society of the failures to take advantage of known 
prevention measures, * 

The conceptual differences bdtween prevalence 
and incidence, cost estimates are clear. Each has ad- 
vantages for different purposes. But because they 
measure different- aspects of the costs jof disease 
phenomena, the resulting 'estimates should not be 
'compared. In addition, methods for obtaining both 
types of estimates rely on less than perfect data and 



of necessity tmploy simplifying assumptions, There*- 
fore, they can be relied on- to provide only broades- 

, timates* of the types bf costs they attempt to 
measure, - . . 

- Results of Policy Analysis, Inc., studies of the life* 
time? costs of spinal cord" injuries, coronary heart 

. disease, and stroke are summarized in the tables to 
follow. The 10-percent discount rate r* again em- 
ployed, making the cpst estimates most conservative. 

Spinal Cord Injuries " 

Table C displays data on the lifetime costs ex- 
pected to be generated by^ tjje 5,315 people who* 
became the victims of spinal cord injuries in motor 
vehicle accidents during 1974,, These" estimates 
include costs for persons who died immediately or 
shortly after the accidentf 1 ' \ - ■ 

This table, displays the, items often included in cal- 
culating direct medical costs and summarizes the in- , 
direct costs' associated with the injuries no members 
of this cohort'oT people. Direct health costs. equal al- 
most $200 million, and indirect costs equal almost 
S3 60 million. \ 

Coronary Heatt Disease \ 

.^Table D presents in summary form the estimated 
lifetime costs of eoro-nary heart disease for those who 
suffered initial attacks, "both fatal and nonfatal, in 

1975. V .;; 

Table C. Estimated lifetime costs of spinal cord Injuries, 
including mortality, related to motor vehicle accident* 
occurring In 1974, according to type of cost: United 
, States, 1974 



s T^ype of cost 


Lifetime 
costs 




Amount in millions 


Total,.; ..„..:..:.;.„.. 


.......... $558,7 


Direct costs 


198.3 


Initial hospitalization 


.......... 69.6 


Institutional and attendant, 

. care .\ 


t \ 47.1 


Rehesoitalization .X..." 31 R 


Drugs and medical supplies A 

Miscellaneous tV \ 


.......... 18,1 

......... 10-8 


Home modifications, ... 

Medical equipment and / 
appliances ..,..,,.....-...,............„„„...?...„ 


...„.,.;, , 9,9 
6.2 


Vocational rehabilitation. 

Emergency assistance 


.„,...... - 3.6 . 

2.1 


Indirect costs ,.„, , 


......... 359.8 


Forgone productivity 

Legahand court services 


......... 3404 

........ 15.6 


Insurance administration 


•■ 3.9 


NOTE: Piseeuntad it 10 percent. All costs 


in 1974 dsMars, letimgtfg 



bas#d en 5.315 cases, the .total ©eeurring In 1974. 
SOURCE: (Smart and Sanders. 1S76) ' 
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* , '■ 1 - i . •■ . •- ■ " . ;V \ - t i r ' . . 
Table D, Estimated lifetime costs of coronary heart 
. disease that had ©mat during 18?§; according to sex 
and type of coat: United States, 1©ti, 

Sax " ; -;- - - ■ ' '., ^ — : — - 

.. fefa/ Direct Indirect 

■ • ';. ■* : Amount in billions 

. Both sexes . SlpiV $2,2 $8,2 

Male. . . ; ... , V 8.4 J 1-5 6 9 

Female. ... ... . | 2y 0.7 1.3 

NOTE: Discounted at 10 percent. All costs in 1975 dollars, 
SdURGE: (Hartunian. Smart, ami Gad. 197B) 

. = ■ * - ' ii i ! ' • 

Of the $2.2 billion in direct health costs for 
coronary hfcart. disease, two-thirds can be assigned ^to 
men, reflecting lower, incidence rates among women 
than among men in the younger age groups, This 
* lower incidence is also reflected in some of the wide 
discrepancies between men and women in respect to 
indirect costs. However, the low monetary value that 
economists traditionally assign to the housekeeping 
functions of women are other explanatory factors as 
well as the lower wages currently characteristic of 
women in the marketplace. 

Stroke' 

The consequences of stroke are particularly tragic 
for younger and middle-aged people. Table E displays 
the estimated lifetime costs attendant on strokes that 
occurred during 1975, in the population under 65 
years of age. Of the $6.6 billion in total costs associ- 
ated with stroke occurring to young and middle-aged 
people, a larger share is attributable to men than to 
women. The difference between their direct health 
costs is minor; almost all the disparity is explained 
by difference in indirect costs based on earnings 
forgone. 

Costs Associated With Lifestyle 
** and Environmental Hazards 

Alcohol Abuse 

One risk factor— alcohol abuse— has been identi- 
fied with a variety of health problems, including ac- 
cidents, cirrhosis of the liver, certain types of cancer, 
an| homicide and other forms of violence: Table F 
displays the proportion of total heajth expenditures 
for adults in the United States that can .j|e attributed 
to alcohol abuse. Treatment of conditions associated 
with alcohol abuse accounted for $1 of every $5 the 
Nation spent on hospital care for adults in 1975, with 
the bill estimated to be $8.4 billion, Other expendi- 
% tures for treatment of health problems associated 
with alcohol abuse added another $4,3 billion, 

1 
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To construct' a comprehensive estimate of the so- 
cietal costs of alcohol abuse is a highly complex task,* 
requiring calculations of projected earning! forgone, 
In additioh, calculations must be made of the costs 
of economic dependency among the families of al- 
tCpholics as well a»;a share of the costs of the police, 
courts, and corrections systems, and manx other as- 
pects of public spending. The Policy Analysis, Inc., 
study calculated that the "social responses to alcohol 
abuse cost the Nation about $2.7 billion in 1975, The 
major components of these costs were extra costs for 
the social welfare system ($1.3 billion), for "fire pro- 
tection ($392 million}* arid for the criminal/ justice 
system ($930 million). The Alcohol, Drug Abuse, 
and Mental Health' Administration is now studying 
the costs of alcohol abyse, drug abuse, and mental 
illness. These illnesses often occur simultaneously, 
and it is hoped this study will provide estimates of 
the separate, and joint costs of these illnesses, 



Table I, Estimated lifetime costs of strokes occuring (n 
1971 to persons under 65 years of age, according to 
sex and type of cost: United States, 1975 



Type of cost 

Sex — - - = 

Total Direct. h Indirect 



Amount in billions 



Both sexes,. 


$6,6 


$1.5 


$5,1 


Male................'.:....; 


4.5 


0.9 


3,6 


Female. ........ 


2,1 


0.6 


1,5 



NOTE: Oiiosaniid at 10 percent AM coats in l97S^doif§r§. 
SOURCE: (Thompson end Mills, 1978) . 

Cigarette Smoking • 

Cigarette smoking is the chief cause of lung cancer 
in the United States and a major contributor to 
deaths from certain kinds of cancer, heart disease, 
chronic lung disease, and other diseases. It has been 
described as the chief preventable cause of death in 
our society. A number of attempts have been" made 
to assess the costs due to, smoking. One recent esti- 
mate placed direct health care costs at $8,2 billion in 
1976, indirect cost at S19.1 billion, and property loss 
at $176 million (Luce and Schweitzer, 1978), 

Work-Related Injuries and Deaths 

- 

The direct %nd indirect costs of occupational ac- 
cidents are estimated at $20,7 billion per year. Dur- 
ing 1976-77, the number of work-related injuries in- 
creased frgjp S.O million to 5,3 million and the 
number of workdays lost increased from 32:5 to 35.2 
million, 
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Table F. Estimated national health expenditures due to alcohol abuse among persons 16 years of age and over, 

according tb type of expenditure: United States, 1975 



Typi hi 
health 
expenditure 



Total. 



Hospital care..... 
All other.,.....,,..,... 



SOURCE: (gsrry et aL 1977) 



All 
health 

expenditures 



Expenditures 
. due to 
alcohol abuse 



j Amount in billions 
$105.6 8 $127 



42.3 
63,3 



8,4 
4,3^, 



Expenditures due 
to alcohol abuse 
as percent of* 
total expenditure 



Pefcent, 
12,1 



10,9 
6.8 



Air Pollution 

Although there are few national estimates of the 
health cost of air pollution, Lave and Seskin (1977) 
estimated that costs, of health effects of air pollution 
in 1970 totaled 34,3 billion. Current gaps in bur 
knowledge of the cost and health effects of environ- 
mental hazards will be partly overcome by fulfillment 
of the mandates of the Health Services Research, 
Health Statistics, and Health Care Technology Act of 
1978 (Public Law 95-623). This law requires that an 
ongoing study of the costs of the health effects of all 
environmental hazards resulting from human activity 
be jointly conducted by the Secretary of the Depart- 
ment of Health and Human Services and the Insti- 
tute of Medicine of the National Academy of* 
Sciences,- 



Summary 

In summary, a very large portion of our national 
^health -expenditures is spent on the direct health care 
costs preconditions for which prevention is to some 
* degrie possible, The Nation also bears a heavy bur- 
den of indirect costs from such conditions. If preven- 
tive actions were successful in cutting direct and 
indirect cost expenditures by only* 10 percent, reduc- 
tions would still equal billions of dollars. The amount 
of net savings would, of course, depend on the initial 
cost of investments in prevention, their, rate of re= 
turn, and the continued cost of prevention mainte- 
nance over time. 
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SECTION ill: Successes, Failures, and Gaps in 
Prevention and Control 



Overview 

This section presents recent trends in death rates 

.. for conditions where prevention is possible to vary- 
ing degrees. It then reviews what people perceive to 
be threats to their health, what they believe they in- 
dividually should and 'can do to promote their health 

- by changing elements of their lifestyle, and what 
they actually have done or have left undone in these, 

• respects. Much of the information on attitudes and 
behavior change is derived from surveys conducted - 
in 1978 by Louis " Harris and Associates, Inc.; 
Yankeloyich; Skelly, and White; and the National 
Survey of Personal Health Practices and Health 
Consequences, conducted among adults 20-64 years 
of age by the National Center for Health Statistics 
(NCHS) during 1979. 

Data from a variety j>f sources are. then presented 
that reflect achieve merits and gaps in peoples use of 
preventive health services, including early detection 
and treatment of disease, and in reduction of risks of 
violent death. Unfortunately, absence of data makes 
it impossible to repost similar analysis of achieve- 
ments and gaps in efforts to reduce risks from haz- 

^ards in the environment. 

Recent, Encouraging Trends in 
Death Rates 

\ 

During the 1 950 , s, the age-adjusted death rates 
for most of the leading causes remained at' fairly 
steady levels. As data in figure 1? show, dgath rates 
for heart disease, stroke, and accidents "declined 
slightly, and those for influenza and pneumonia in- 
creased slightly, However, cancers of the respiratory 
system increased by about SO percent during the 
period, and cirrhosis of the- liver increased about- 25 
percent. 

During the 1960\s, the rates for heart disease, 
stroke, and influenza and pneumonia declined and 
accident rates fell, markedly. In contrast to these 
favorable trends, death rates for cancers of the 



400 r- 



300 



200 



o 






100 


< 


90 


□= " 


so 


o 






70 


o 




o . 






60 


Q" 


o 




m* 


50 


OJ 








in 




X 


40 


< 




LU 

o 





30 - 



20 - 



10 

9 



Ht?,ir t riiSt'iiSe 



stroke 

•v 



Cahcfc'f of the 
respiratory 
system \a 

^ * * - . ^ Accidents 



# 0 In f luen^a nnd 
pneumonia 



Cirrhosis of 
the 1 1 ver 



1950 



1960 



1970 



1977 



SOURCE- Natisna! Center far Health Statistics: Corm 
putedby Diwisiyn of Analysis from data compiled* by Division 
of Vital Statistics. 



Figure 12, Age adjusted rates for selected causes of 
death: United States, selected years 1950-T7 
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respiratory system and cirrhosis of the liver contin- 
ued to increase sharply: *7 ; , f 

The early years of the 1970V have been ones, of 
great progress. Heart disease mortality decreased by 
about the same amount during the first 7 years of 
this decade'(17 percent) -a? it did during the 20-year 
period from 1950 to 1970, Other notable reductions 
during the 1970's were as follows: 27 percent for 
stroke; 18 percent for accidents; and 36 percent for 
influenza and pneum^ia/ The 1970's also witnessed 
a decline of 1 1 percent jn cirrhosis deaths, following 
the long period of increasing rates. 

Total cancer mortality, not shoWnftn figure 12, has 
decreased for the population under 45 years of age 
and has recently begun to decline for those 45-49 
years of age. However, the rate for lung and other 
cancers of the respiratory system has continued, to 
rise precipitously. The death rate for these cancers 
among men exceeds those for arty other cancer site. 
While the,., rate has been lower among women, *by 
1983 it is expepted to exceed that from breast cancer, 
the current leading cause of cancer deaths among 
women, / - - . : 

No simple explanations exist for . the e neon rag i ng 
directjon of^most of these trends. As with the past; 
conquests . of the communicable diseases, many, fac- 
tors .are. responsible. For example, improved death 
rates "fof heart disease undoubtedly reflect' some 
combination of reduction of risk factors in thffpqpu- 
latipn^Ctkie in large part to education by the mediae 
and schools and at the worksite), better emergency 
medical services, better technology of medical care, 
and more attention to rehabilitation. On the other 
hand, the rise in death rates for cancers op the 
respiratory system does reflecf increased exposure to 
risks. ■ 



People's Attitudes Toward Health 

A recent survey by Harris (1978) indicates that- 
more^ than 50 percent /of Americans are much more 
concerned about preventive health than they were a 

A few years* ago. This new concern with prevention is 
especially evident among leadership groups. In 1978, 
about three-fourths of business executives and, union 
officials surveyed by Harris stated that jhe top 
management ofc their organizations were "more con- 
cerned with preventive health today than they were 5 
years* previously. About 80-90 percent of the Same 
group stated that our healVt^system should give more 
emphasis to preventive medicine and less to cura- 
tive; among the general public, 42 percent responded 
in this way Harris, 1978), 
-The extent - to which people actively pursue change 1 

; "jn, the interest of promoting or preserving health is a 
function of what factors they perceive as important 
■io change and how difficult they find it to accomplish 
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the^ particular change, The diseases and conditions 
Africans most greatly fear are cancer,, heart, and 
accidents; ' • % . * 41 

Americans today perceive that " the principal 
threats to health arise from both environmental and 
lifestyle hazards. Out of a list of 30 possible health 
/ threats, those identified most often in 1978 were as 
follows (Yankeloviclj, Skelly, and White, 1979): 



■ Possible . threa is 

Industrial. \%aste ........... 

Pollution,,.,. 

iana ....... I.......,,..::. 



Cigarettes 

Crash diets ..t.,,;......,^ 

Diet pills 

jOverweightw... ........... 

Pesticides „.„.....,. ,, 

Tranquilizers ............. 

Cholesterol......... ,. 

Liquo^. ;£;.„;.,..:;.". ^. 

Nuclear power plants. 



Percent 

. 59* 

, sr 

, 58 

; $5 . 

. 55 

. 52 

. 52 

, 47 ." 

. 43 

, 42 

. 41 

. 40 



I 




Most major risk factors are included in these 12 pos- 
sible threats to health but not necessarily in the 
order of importance suggested by current evidence: 

Another way of learning what people perceive as 
important to promoting good health is to ask them 
what they would like to do to set a g£d health 
xaniple for their families. Adults replila to this 
nest ion on the Vankelovich survey, as follows: 



Good health habits 


Percent 1 




Stop smoking ........,...„..„„■„......;„..=.. 

Exercise! regularly each week ........... 


: 29 \ 




19. - 




Stay calm, not tose^ their tempers,.... 


18 V.' 




'Lose weight................... ;,„. 


15 




Cut back on sweets .......................... 


,13 




Eat more balanced diets................... 


12- 





Other respones— each 9 percent— included going 
for physical checkups, not putting .off going to the 
doctor, and being more cheerful. Contrary to demon-/ 
strated evidence,* people did not perceive, the use of 
seat belts while driving to be important. 

Do people believe that good health is a matter of - 
luck or fate? Or do they believe that it is a matter 
'Over which they have some control? The data in fig- 
ure 13 show that about half the population believes 
that" the 1 individual has "a great deal" "of control and 
that only about 10 percent believes that the indivi- 
dual has "very little' 1 ot "none at all," About 60 
percent of adult Tamil? * members surveyed by 
Vankelovich believed that being healthy requires that 
the individual work at it and take a preventive 
approach to^ health care; the test took good health for 
granted and dealt . with health problems on a crisis 
basis (Vankelovich, Skelly, and White, 1979); When 
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Figure 13, "How much control do you think you have over your future health?' Responses by adults 20-64 years of age, 
\'i ., \. United States, 1979 j. - 



directly questioned, however, 92 percent agreed with 
the statement, "If we Americans ate more nutritious 
food, smoked less, maintained our proper weight, 
and exercised regularly, it would do more to improve 
our health than anything doctors and medicine could 
do for us" (Harris, l978 ^ 

,. Most people try to change lifestyles on their own, 
but many look to health education .programs - for 
information and specific skills. According to a survey 
conducted in nine cities during 1977-78, urban 
Americans are interested in health information and 
education programs (American Hospital Association 
f97S), Although 62 percent of the respondents, were 
"unaware of the existence of any' such programs in 



their communities, close to half wfyo knew 'about a 
program reported that they had participated in it 
(American Hospital Association, 1978), The most 
frequently mentioned programs were for cardiopul- 
monary resuscitation (9 percent) and first aid (6 per-/ 
cent). For t^- two percent, of the respondents who ' 
knew about a health education program learnid 
about it from the; media; 16 percent from a friend Or 
relative, and only 6 percent from their personal phy- 
sicians. Asked what types of programs would be of * 
most interest,^ respondents rated str,ess reduction and 
home, accident programs highest. 

According- to the Yankelovich survey*f"46 percent 
of American adults reported recently changing the 
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. lifestyles* of themselves and their families in the 
interest of good health (1979), Furthermdre, a 
surprising 70 percent of adults reported that follow- 
ing a good health routine * is easy, "It just requires 

/willingness and determination,' 1 Only 30 percent 
reported, ••"It. takes too much dedication and 
discipline." , ■ 

In summary, people appear to recognize that 
smokingJ overweight, risky driving, stress, alcohol 
a^use, jand lack of physical exercise are potential 
threats to their health that they can control. 

Lifestyle Characteristics and 
Attempts at Change / 

People appear r Jto be reducing certain potentially ' 
.harmful personal habits rather than increasing them. 
As data in figure show, trends are toward fewer 
smokers, lower per capita consumption of tobacco 
and. high cholesterol foods/reduced cholesterol lev- 
els, lower rates of untreated hypertensives, and a 
marked increase in the percent of adults *w ho regu- : " 
larly exercise. The percent of adults who are heavy 
drinkers has not changed in recent .years. The oyly 
increasing trend was in smoking among teenage girls, 
although the most reeenju data indicate no further 
increase, Whiie^ The overall picture *is encburaging, 
there is potential for far greater reductions in many 
of these risk factors than has been achieved so far. , 
Some changes in particular lifestyle characteristics 
deserve further note, * 

Smoking* 

N.o single measure would lengthen the life or 
improve the health of Americans imdre than elim- 
inating cigarette smoking (Richmond, 1980). The per 
capita consumption of tobacco has declined steadily 
since 1973, and It is now atahe lowest level of the 
century. Today there are over 30 million exsmqkers' 
The percent ol all adults who smoked regularjy was 
33 percent in 1979, the lowest in more than 30 years. 
The rates of smoking among adult men declined 
from 53 percent to 38 percent during T 965-79, and it 
has been declining Arhong teenage males since 1970 
and among teenage females since 1974 (National 
Institute of Education, 1979), ' • ... 

In the past, adult women smoked at far lower 
rates than men, which was reflected in their far lower v . 
death rMes from lung carreer. Women did not begin 
smoking in significant numbers until World War II, 
However, the proportion of adult women who smoke 
'has been declining. Because of the long latency 
period for lung and other cancers of the respiratory 
system and for chronic obstructive lung xlrsease, the 
outcomes in death rates, which rose so precipitously 



. , for men during the 1 QeO's and early 'L9V0.V are only 
now beginning a similar, rise among worhen. On trie* 
other hand, sniokir^ rates among men began -to def 
crease about 10 years ago/ and within, (he past few 
years the increases in the death rates for. cancers re- 
lated to smoking have begun to slow down! ' 
. Smoking v is a notoriously difficult habit to break; 
often many attempts must be made 'before success is 
attained! I n 1 979, 53 percent of women smokers and 
45 percent of. men smokers, reported that they had 
made a, serious attempt fo stop smoking during the 
previous 2-year period (NCHS; 1 979a), 

' : ' : ' : • ■ ' ■-■ ,< "■ , H i 

Overweight ' \ ■ 

During the last 80 years, nhe mean body weifht of 
the total U.S. population has steadily increased. For 
people 20-74 years Of age, 14 percent of men and 24 
percent* of women are significantly overweight, that 
is, they are . more than 120 percent of desirable 
weight for**their height and sex. There fs little differ- 
*eoce between, the rates of significant overweight 
between t5 lack men and white men, but black women 
are about a third more likely to be overweight than 
white women. Forty-six percent of American lidults 
perceive themselves to be overweight. However, 
only a third of .all adulis^aetually know the recom-* 
* mended weight for their own height pud age. 

The United Stales appears tp be a nation of 
dieters, Accofding to the Harris survey of 1978; 16 
percent* o/ all adults stated that they were currently 
cm a di£t, and ^another 31 percent reported that they 
had -dieted in the past. On- the other hand, 53 percent 
hud never dieted, and among this group, 44 percent 
we re -to some extent overweight (Harris, 1978). Ac- 
cording to another recent survey; 1 out of every 4 
adults said they were watching their calorie intake 
more carefully than in 1977 "(Yankelovieh, 1.979). 

Nutrition Consciousness 

Americans appear to. he increasingly . concerned 
not only about the amount of food they cut but alsti 
about ' its^ content. Jn 1978, 1 Of every 4 s adults re- 
ported that they were -eating more nutritious food 
tharf they- ate fn 1977 (Yankelovich, 1979), For 
clues as. to dietary practices and jbpds thai ^are 
presently being avoided, the same survey indicated 
that more than 80 percent of the adult population 
believed that cholesterol anil tat posed a great degree 
or some degree of threat to health. About 70 per- 
cent thought that salt posed some threat. 

The increasing consumer attention to die! is un- 
doubtedly responsible for the lact that mean serum 
cholesterol levels in the *U,S, population cHropped 
about 12 percent lor men and -22 percent for women 
between the early I^BO's and early 1970's. ♦ 
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k drinkers 1 (1971-76) . .. 



^ Higji serum Cholesterol # 
(260 mg/100 ml ^lus)" 

Adult males, 1 8-74 yean 4 
(1960-61 - 1971-74) 

Adult femalfs. 18-74 years 
(1960 62 1971-74) 



Untreated hypertension 

■ Adults 11^74 years 
* (1960-62 - 1 £7 1-74) 



Pirctnt of adylts who exercise 
daily (1961 80) 
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SOURCE; Compiled by Division of Analysis,- National Center, for Health Statistics, 



FigOre 14, Trends in lifestyle behaviors that affe^tjieafth . \ m 



Risky Driving - 9 

At the other extreme, onl#^ small percent pf 
American^ take active steps to^educ*e risks 4 td them- 
selves and their children from , the, hazards of death 
and disability from car crashes. Although M newer 
models of automobiles are /equipped with seat belts? 
only 20 percent of the driving population uses them. 
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A 1974 survey by the Insurance. Institute for High-, 
way Safety found proper child safety restraints in use 
for only 7 percent of the almost 9,00D_ automobile 
passengers under 10 years" of age included fri the sur- 
vey (Williams and Zador, 1977); ■ " * 

To an unknown extent, teenagers continue to 
combine drinking and driving. The motor, vehicle 
accident death , rates for people .15-19 years of age k 

- , & ' ■" '■■ " \ \ 
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show marketr* discrepancies between youths of- dif- 
fereat\stjxeVand colors. As the. data in figure 15 indi- 
\ cats* other than wiite youth of both sexes Jiad less, 
* 4ha'n half the cateVoF death of whUe youth, The 
lower .proportion of <ferths among other than white 
- / yt>utfi may be explained by less easy access to, cars in 

inner cities; the lower proportion of deaths amortg ^ 
* ^'females may be dm§ to their generally lower* propen- 
sity to alcohol abuse and risk-taking behavior/ . 



f ' .• . , * — • — H 9 




1950 i960 1970 ' 1977 



SOURCE; Nation ji Center .for Health Statistics i Com- 
puted by Division of Analysis 'from dita compiled by Division 
of Vital Statisties. " 



Figjure 15. Dearth fates for motor vehicle accidents among 
persons 15.-19 years of age, according to color and sex: 
United States, selected years 1950-77 



Stress and Hazards on the JO'S 

The extent to which stress at work im\y contribute 
to poor health is only beginning to be explored sys- 
tematically. Preliminary evidence indicates that inap- 
propriately managed stress is linked to increased , 
risks of heart disease and stroke. More than I in 4 
men who work report that they are under a great 
deal of emotional stress from their jobs; about I in 3 
women report the same (NCHS, 1 979a). Another* 
large proportion, 50 percent of men and 45 percent 
of women, report that they are under 'some stress. 
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No national surveys have reported the types of 
environmental hazards that. ' American .workers 
believe they are exposed to in their woftk environ- 
ment and tHe degree of risk to which they are 
exposed, However, in 1 979, 12 of every 100 male 
workers reported .that 'at some point in, their lives 
they had changed jobs because of concerns about 1 
occupational* hazards or dangers to their health. 
Among women, the rate was only half us jgrcat 
(NOIS, 1979a). 

Misuse of Alcohol and Drugs 

An estimated 10- percent of the 5 adult population 
have drinking problems, and 16 percent of all adults 
report -that they or someone in their family drinks 
more than they should (National Institute Al- 
cohol Abuse and Alcoholism, 1978; Harris, 1978), 
Among survey respondents reporting excessive 
drinking in their .families, only 19 percent thought 
that the person concerned had ever gone to a friend, 
a relative, or a professional of any kind tor advice or 
help. In about a quarter of the families reporting al- 
cohol problems, drinking had interfered with ,tfee 
person's job, with higher rates being reported among 
high income and/low income^ families (I I arris, 1978). 
* Only a small proportion of people, approximately 
7 percent of males, and 5 percent of females, stated 
that they had changed their drinking/patterns during 
the past 2 years because of Jiealth'tNCHS, 1979a), 
These findings, are consistent with the results of 
other national surveys andr with beverage* sales data, 
which show that per capita consumption of absolute 
alcohol .did not change markedly during 1971-78. 
Data from other surveys show that among adoles- 
cents there has been no change in peak quantity, 
(five or more, beers at a time) consumed or in regu- 
larity of drinking during" 1 974-78. 

Heroin-related medical problems declined dramati- 
cally from 1 976' to 1978, and barbituate-related mor- 
tality declined from JHore than 2,600 in 4 970 to less 
than 1,300 in 1976, OnX the other hand, the propor- 
tion of; adolescents reporting -current use of mari- 
juana has been rising continuously over the last dec- 
ade, increasing from 12 percent in 1*974 to 16 
percent in 1 977. \ 

Exercise and Fitness 

Survey data about the amount of exercise people 
regularly get may understate the true case beeausfc a 
sizable proportion of the population engages in physi- 
cal activity on the job, Twenty- four percent of men, 
but only ,10 percent of women, report a great deal of 
physical activity at Work. Another 26 percent of men 
and 18 percent of women report some job-related 
physical activity (NCHS, 1979a), 

Addressing the question of no n work -re la ted exer- 
cise, the 1978 Yankelovich survey found that adult 



family, members fall into two distinct groups: 36 per- 
cent, more than 1 In 3 adult . family /members, get 
some planned physical exercise at least several times 
a weekf the remaining 64 percent exercise only occa- 
sionally or pay no attention to fitness at all. Despite 
the increased attention paid to running and to physi- 
cal fitness in general, this survey found that family 
members who were exercising more than they did a 
year previously, 24 percent, barely outnumbered 
those who exercised less, 21 percent (Yankelovjeh, 
,1979), 

Those who exercise regularly are almost equally 
divided between men and women. They tend to be 
more coneeptrafed amoog people 18-34 years of age 
and, those 65 years of age and over, Among, this 
older group of the population, a surprising 39 percent 
reported engaging in regular exercise (Yankeiovich, 
1979). :.V" ; 

The 1978 Harris survey found that more affluent 
people are more , likely to engage in regular exercise. 
Only 24 percent of adults in households with an In- 
come of less than $7,000 a yean reported exercising. 
The percent rose to 56 in households earfilng 
$25,000 a year or more; among business leaders, it 
was a startling 75 percent (Harris, 1978). 

Social Supports 

Recent studies indicate that single people who live 
isolated, friendless lives are at a significantly greater 
risk *6f il| health and death than are people with a 
close network of relatives and friends whom they see 
often or than are people who actively engage in com- 
munity activities. In fact, the absence of such social 
support systems appears to constitute just as strong a 
risk factor for premature death as do the factors of 
diet, exercise, and the absence of other more widely 
recognized attributes of healthy lifestyle (Berkman 
and Syme, 1979), . 

The 1979 NCHS survey found that about 6 per- 
cent of the population visited with friends or rela- 
tives less frequently than once a month, and men 
and women were the- same in this respect. On the 
other hand, about 70 percent of the population 
visited with close friends and/or relatives onc^ a 
week or more frequently. Thus, although social isola- 
tion is a problem for a small segment of the popula- 
tion, it does not appear to be so for the majority. 



Use of Preventive Services 

The effectiveness of certain health services in 
detecting disease at controllable stages, as well as in 
preventing un desired pregnancies, unnecessarily high 
rates of infant deaths, and illness and deaths from 
many communicable diseases is well established. 
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However, American^ avail themselves of all these 
services at uneven rates, 

Regtftar Physical Examination 

Americans appear to have adopted the idea that 
the regular physical examination is an important and * 
worthwhile investment, even though they do not like' 
it. The 1979 NCHS survey of health practices reports 
that 59 percent of men and 70 percent of women had 
had physical examinations (although the complete- 
ness of these examinations is not known) within the 
2 years prior to the survey. This is despite the 
Yankeiovich survey report that 43 percent of the 
population found such, examinations frightening, 
"because you never know what you will find out," 
^and that 73 percent of the adult population believed 
that checkups .cost too much for the average family 
to afford. T He. 1979 NCHS survey also ascertained 
the recency with , which certain tests had been per- 
formed, either during the course of physical exami- 
nations or In the course of visits to physicians for 
other purposes. 

High Blood Pressure 

Hypertension, or high blood pressure, is a major 
risk factor for heart disease as well as an important 
factor in other life-threatening diseases, such as kid- 
ney failure, stroke, and congestive hearf failure. The 
National Heart, Lung, "and Blood Institute (NHLBI) 
estimates that about 60 million people have elevated 
blood pressures (more than 140 mmHg/90 mmllg) 
and are at increased risk. Of these, about 35 million 
people, or about 15 percent of the population, have 
definite hypertension (160 mmHg/95 mmllg). These 
people are prime targets for control efforts that can 
include medication, weight loss, and modification of * 
habitual diet to reduce salt consumption, Black adults 
have higher .rates of high blood pressure than white 
adults, 28 percent versus 17 percent (NCHS, 1980a), 

In recent years, education programs about high 
blood pressure and wider availability of blood pres- 
sure screening, have been encouraging the public to 
get blood pressure checks regularly. The 1979 health 
practices survey found that 75 percent of men and 83 
percent of women 20-64 years of age had had their 
blood pressures checked within the past year, The 
picture looks even better considering that 88 percent 
of men and 94 percent of women had had readings 
within the past 2 years. 

Control of high blood pressure, once detected, 
poses special problems of patient cooperation in 
maintaining a regime of recommended treatment 
over time. Continuity of medical care is often ab- 
sent. Moreover, the condition of hypertension is 
symptomless, but medications for its control some- 
times have side effects. Control measures must be 
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continued over the entire lifetime, Findings of the 
NHLBI Hypertension Detection and Follow-up Pro= 
gram indicate that the systematic management of 
hypertension has a great potential for reducing mor- 
tality for large numbers of people with high blood 
pressure, including those with "mild" hypertension. 

Breast Examination for Cancer 

Breast cancer is still the leading cause of cancer 
deaths among women. No known primary preventive 
measures exist, but early detection and prompt treat- , 
ment can greatly increase chances for survival. 
Screening for breast cancer can take 'many forms, in- 
cluding physician examination, diagnostic , tests such 
as mammography or ultrasound, and self- 
examination. 

The 1979 NCNS survey reports that 62.5 percent- 
of women 20-64 years of age had had a breast exami- 
nation by a physician within the previous year and 
that an additional 20 percent had been examined 
within the previous 2 years. Only 5 percent of 
women reported never having had such an examina- 
tion. This represents a welcome contrast to findings 
from a 1973 NCI IS survey where the estimate was 
12 percent for women 24-64 years of age (NCHS, 
1977), Mammography is not recommended as a rou- 
tine procedure for early detection among women 
under 50 years of age. No national data report how 
many women conduct monthly self-examinations of 
their breasts, which is recommended by the Ameri- 
can Cancer Society^ 

Pap Smear 



Most deaths from qervical cancer can be elim- 
inated. Success depends on early diagnosis' and treat- 
ment. 

Almost 60 percent of American women 20-64 
years of age reported having had a Pap smear for the 
detection of cervical cancer within the year previous 
'to the 1979 NCHS survey. . Another 20 "percent had 
had the test within the previous 2 years. Only about 
6 percent reported not ever having had or not know- 
ing if they had had the test. Again, this represents a 
large positive shift from the 1973 NCHS survey, 
when 12 percent reported never having been tested 
(NCHS, 1977), 

Mortality from cervical cancer among women. 45- 
49 years of age decreased by half during the period 
1968-77, However, as figure" (6 shows, although the 
death rate for other than white women fell at about 
the same rate that it did for white women, the rate 
for other than white women is still approximately 
three times higher. 

Other Diagnostic Tests 

Overall, wide differences exist in the rates at 
which people avail themselves of health services 
designed to permit early diagnosis and treatment. 



Furthermore, for* any given type of service, there 
may be substantial diflerences in rate** between men 
and women, between whites and those other than 
white, and between those who live in cities and those 
who live in rural areas, y ft 
, The data in figure 1/ indicate differences in diag- 
nostic testing between jiopulations in urban counties 
of the Unitid States and those in rural, medically un- 
derserved areas in J 973., The extent to which tests 
are sought may be. greater , today, but the relative 
diflerences in the proportion^ of people living in 
these areas who have never had tests for early detec- 
tion of disease may not be very different. As can he 
seen, the proportion of adults who had never had an 
eye examination was twice as great in medically un- 
derserved areas' as in metropolitan counties, In addi- 
tion, people in metropolitan counties were also much 
more likely to have had glaucoma and Pap tasts and 
breast examinations, 

Family Planning 

Family -planning is a preventive health measure 
that enables individuals to make and to implement 
their own decisions regarding reproduction. Family 
planning supports maternal and infant health and the 



40 t= 



White 
:-:¥Sffi^ iAH Other 



o 

D 

Q_ 
O 




1968 



1977 



SOURCE; National Center for Health Statlitics: Com- 
puted by Division of Anaiyiis from data compiled by Division 
of Vita! Statistic!, 



Figure 16. Death rates for cervical cancer among females 
45-49 years of age, according to colon United States, 
1968 and 1977 
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Figure 17, Percent of population never receiving diagnostic testing, according to type of test, specified; age group, and 
2 • location of residence: United States, 1973 

emotional and social heftth of the family, Prcgnan- the proportion of unplanned births has been dec re as- 

cies among teenagers, unmarried women, women ing. The figure also shows that the rate of unplanned 

over 34 years of age, and* women who have already births* for black women was much higher than for 

'borne many children are all associated with higher white women at both points in time; but the differ* 

than average rates of maternal and /or infant morbid- ences are decreasing. 

ity and death, ThSse pregnancies are also more likely Another gap in family planning is-. evidenced by 

than other pregnancies to be unwanted or mistimed, the higher proportion of unplanned births that occur 

Children whose births were intended by their parents among ever married women who are poor. As data in 
are less likely than children whose births we^e not 1 figure 19 show, the rate of recent unplanned preg- 

intended to suffer parental neglect and emotional nancies among women with family incomes below 
deprivation. Unplanned births impose psychological • 150 percent of the poverty index during 1971-76 was 

and social costs that often continue throughout the . about 50 percent more than that among women with 

lifetimes of both the parents and the child, higher family incomes (150 percent and above), AN , 

The use of contraceptives has grown significantly. most half of the babies born to women whose family 

As of 1976, only 14 pefeent of married women at incomes were less than 150 percent of the poverty 
risk of an unplanned pregnancy were not using some v index were unplanned, 

form of contraception. Nevertheless, disparities in 1977, 500,000 babies were, born to single 

between groups in the effective use of family plan- women, half of whom were teenagers. Teenage preg-* 

ning methods remain. For- one example, 11 percent nancy usually reflects lack of family planning. The 

of babies born to ever married American women data in table G indicate that the rate of births to girls 

between 1971 and 1976 resulted from pregnancies 10-14 years of age actually rose slightly between 1950 

that were not wanted prior to conception, and an ad- and 1977, In addition, the differences according to" 

ditional 23 percent resulted from pregnancies that race for this age group was sevenfold in 1977. 

the mothers felt occurred too early in their lives. Among women .15-19 years of age, a steady drop in 

resulting in a total of 34 percent unplanned births to birth rates is evident for both races between 1950 

ever married women, However, as figure 18 shows, and 1977, However, less than one-third of the births 
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Figure 18, Unplanned births during § years prior to 
interview to ever married women 15-44 yean of age, 
according to race: United States, 1973 and 1976 

to , these young women were wanted when they 
occurred. At the same time, 25 percent of sexually 
■active, unmarried women in this age group reported, 
that they never used contraceptives, and 'about 45 
percent stated that they used them only occasionally. 

The number of abortions in the United States, 
1.37 million during 1978,*also indicates the lack of 
contraceptive practice by large numbers of women 
who at any one time wish to postpone or avoid child- 
bearing. About 1 out of every 8 women of childbear- 
ing age in the United States' has had an abortion, Of 
the abortions performed in 1978, 'one-third were 
obtained by. teenagers, three- fourths of whom were 
unmarried. x u 
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Figure 19. Unplanned births during 5 years prior to 
interview to ever married women IS- 44 years of age, 
according to poverty index: United states, 1976 

Care During Pregnancy 

Although overall infa/u and 'mammal mormlity 
rates have fallen continuously 'since 1950, there are 
striking demographic variations both in these rates 
and in the prevalence^ of some of the major risk fac- 
tors for poof pregrra-ncV-outcomes. • 

The disparity between maternal" mortality rates ac- 
cording to color, while considerably less than in 1950 
arid 1960, is still marked (figure 20). The 1976. rate 
of maternal death for those other than white was 
three times that of the rate for whites. It was at the 
level where white maternal mortality had been in 
1960, 16 years earlier. \ 

The overall infant mortality rate has been reduced 
by more than, half since 1950, falling from 29.2 to 
13.8 per 1,000 live births in 1978. However, the rat 
for black infants, 23,6 per 1,000 live births, was onl. 
at the 1955 level of 4 the rate for white infants. A two 
fold difference between black and white infant deaths 
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Table G. Birth rates for teenagers, according to age and race: United States, selected years 1950-77 



Year 



1950, 
I960.: 
1970;, 
1977, 



Age and race 



To tat) 



1.0 
0,8 
1.2 
1.2 



10-14 years 



Whits 



Black 



Total 



Live births per 1,000 teenage women 



0.4 
0,4 
0,5 
0.6 



4.3 
5,2 
47 



81,8 

89; 1 

68,3 
53.7 



SOURCE: Division of Vital Statistics, National Center for Health Statistics, 
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Figure 2Q. Maternal mortality rates, according to color: 
United States! selected years 1950-77 

is maintained whether one measures total infant 
mortality,, neonatal mortality, or post neonatal 
mortality, 

These discrepancies reflect differences in risk fac- 
tors, in combinations not yet well understood. The 
much higher rate of births among black teenage 



women has already been noted. Black women have 
twice the incidence of low birth weight babies. The 
median number of visits lor prenatal care among 
black women is 9,4, compared with 11 ,2 for white 
women, 

■ 9 

Figure 21 shows that low birth weight babies are 
much more apt to be born to women of low than of 
high educational attainment. Women who have not 
completed high school have almost twice the risk of 
having low birth weight babies as do women with 
ed^fltion beyond high school, ! This measure is 
directly related to the teenage pregnancy , measure 
previously cited, since young teenage mothers are 
t frtot likely to complete high school. Data ,arc not 
available to show the differentials in rates of smok- 
ing, alcohol tonsumptiori, inadequate nutrition, and 
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Figure 21. Infants with low birth Weight (2,500 grams or 
N,ss), according to educational status of mothers 20 
years of age and even United States, 1978 
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poverty status f among pregnant women of \differenl 
age and race or color group, AH these? factors are as* 
sociatect with low birth weight, 

The association of low birth weight with age of the 

* ^mother is established: 15 percent of babies born to 
4 mothers under 15 years of age are low birth weight, 

twice the level *for all babies. Unfortunately, while 
teenagers : jiQd their babies are at greatest risk of un-' 
favorable pregnancy outcomes, these young women 
are also the leas** likely to seek or obtain prenatal 
care or to seek it early in pregnancy; In 1977, 26 per- 
cent of women giving birth made no prenatal visit 
during the first trirfiesler of pregnancy; among moth- 
ers under 15 years of age, the figure was 68 percent. 
Six percent of women giving "birth in that year had 
had no prenatal cafefdufing either of the first two 
trimesters; among mothers, under 15 years of age, 
the figure was 21 percent. ' . . • 

Immunization 

Immunisations from poliomyelitis, mumps, 
tetanus, .diphtfieria, rubella, pertussis (whooping 
cough), and measles have long been available to pro- 
tect children, and vaccines for certaip strains of ifi- 
fluehza and pneumococcal pneumonia have been 
developed more recently to protect adults/ Maintain- 
ing such protection requires continual vigilance. Dur- 
ing the early I970\s, immunization levels among 
children began falling, so that by 1976 more than a' 
third of air children under 15 years of age were not 
properly protected. This was accompanied by a 
. 63-percent rise * in the number of rubella cases, a 
39-percent rise in measles^ and a 1.5-percent rise in 
pertussis* cases. 

By the fall of 1979, . following a major Federal 
v childhood immunization initiative, 91 percent of 
more than 24 million school children assessed in kin- 
dergarten through eighth grade had become pro- 
tected against measles, polio, and diphtheria,, per 1 
tussis, and tetanus (DPT). Eighty-four percent were 
protected against rubella. The protection levels 
among 3.2 million school enterers were as follows' 
■measles, 92 percent; rubella, 89 percent; mumps, ^1 
percent; polio, 95 percent; and DPT, 96 percent. 
This encouraging movement toward complete protec- 
tion against vaccine preventable diseases reflects the 
combined interest and activities of parents, public 
hedlth officials, and physicians, 

Sexually Transmitted Diseases 

The prevention, early diagnosis, and prompt treat- 

* ment of sexually transmitted diseases have been lim- 
ited severely by the silence, apathy, ignorance, and 
connotations of shame t ha r surround them. In cbn se- 
quence, these diseases, most of which lend them- 
selves to .effectivl control, are on the increase. They 
represent one of ihe signal failures of prevention in 
the United Slates today, ♦ \ 
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Violent Deaths 

Next to tnotor vehicle accidents, injuries from , 
.firearms cause the greatest number of violent deaths : 
ifi the U.S. population. In 1*978, there were 31,000 
. deaths from gunshot wounds, or . about 14 per 
100*000 population, By contrast, in England and, 
Wales in 1976, there were less than 300 deaths from 
gunshot wounds, or about 0.6 per . 100,000 
population, . ' "> 

Striking fajlures of prevention to, date ar e in 
reducing the rates of homicides and suicides in the 
population, 'Murder is more common among the 
poor and minority groups. Among the age group 15- \ 
19 years of age, homicide rates for white males' and 
white females increased (figure 22). For the male 
population of races otHeiu_than white, ". the age- 
adjusted rate, for homicide peaked in ,1972 (83.1 per 
100,000); and for those in this population 15-19 
years of age, the homicide rate peaked in 1971 (60 2 
per 100,000), < 

Thei figure also shows wi^le differences in rates ac- 
cordinguo color and sex. In 1977, young black men 
were five timtes as likely <o become victims of homi- % 
cide as Jwere young white men, and young black 
women r were more than four times as likely to be- 
come victims as were young white women, 

Frprn 1960 through 1974, handgun sales quadru- 
ple^ to more than 6 million a year; during the same ' 
period, the homicide rate increased from 4.7 per 
100,000 to 10.2 Tor the overall population and from 
5.9 to 14,2 for people 15-24 years of age, 
* Young white males are at much higher risk of sui- 
cide than other males of the same age (figure 23), 
As with homicides, young Women are at consistently 
lower ^jsk of suicide. The increase in the rate of sui- 
cide is much greater among young men than among 
young women, FirWrm use*has been increasing at a» 
much faster rale than othewneans of suicide. 

Summary 

Looked at as -a whole, the United States has 
scored some notable achievements in health promo- 
tion and disease pr£yention during the recent past, 
but the benefits of prevention have reached different 
groups of *the population unevenly, Also, certain 
health problems have been addressed much more ef- 
fectively than others. Age-adjusted death rates for 
heart disease, stroke-, accidents, and influenza and 
pneumonia have declined sharply. However, death 
rates for cancers of the respiratory system and for 
jjpmicide and suicide have risen sharply, 

The extent of interest shown by large segments of 
the population in improving their chances for health 
is encouraging, as is their record of achievement in 
accomplishing positive change in many aspects of 
Ij&sstyle, including smoking and nutrition, Th#grow- 
ing willingness of the majority of the population to 
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LjFioure 22. Homicide rates for persons 15-1 9 years of age, 
according to color and sex: United States, selected 
years 1950=77 * * 

■ * - 
seek out early diagnosis oT conditions such as high 
blood pressure and breast and cervical cancer is also 
encouraging. However, the notable failures to 
prevent deaths from motor vehicle accidents among 
Uhe Nation's children and youth, to reduce the toll 
from cancers of the respiratory system and from 
homicide and suicide, and to do much better in con- 
trolling high blood pressure among adults in middle 
and later years give little grounds for complacency. 

Successes and failures \ preventing' breakdowns 
in mental health and in preventing increases in toxic 
agent' hazards from t the environment have not been 
discussed here because they are not yet measurable. 
They may be equally if not more important than the 
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Figure 23, Suicide rates for persons 15-19 years of age, 
according to color and §mi United States, selected 
years 1950-77 r* 

matters that this section has described. By the time 
the next Prevention Profile is presented to Congress 
in 1983, data^should be available in these areas. 

In all cases, much more progress can be expected 
if the pace ofSgfluction of already identified r>sk fac- A 
tors quickens. While identification of research needsV 
in prevention is beyond the scope of this report, the 
pace could be accelerated were more known about 
the extent and power of these and other risk factors 
and about how to facilitate the processes of positive 
behavioral, biological, and environmental changes so 
that individuals on their own behalf and society in 
general could take more effective actions, 
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SECTION IV: Tracking Future Progress in Reducing 



Risk! 



-5 • 



f 

Overview ^ 

The Surgeon General's 1979 'report, Healthy Peo- 
*ple\ set broad 'goals for measurably reducing the bur- 
den of avoidable illness and early death during the 
current decade, These goals are to be achieved for 
each major age group of the .population,, as. follows: 

• 35-percent reduction in infant mortality, 

*• 2 Q- percent reduction in deaths of children 1-14 

_j, years of age, - . 

• . 20- percent reduction of deaths* among adoles- 

cents and young adults 15-24 years of age, 

• 25-percent reduction] in, deaths among those 
25-64. yArs of age! 

f ■MajoT improvement in health,^ mobility, and^J 

independence of older people, Expressed as a 
* 20=percent reduction in the average annual 
number of days of restricted activity due to 
acute or chronic conditions, * 
These broad gdals are further delineated in an- 
' other report, Promoting Health/Preventing Disease- 
Objectives for the Nation (©ftSH-SC^ 1980)/. This 
document sets forth a- series of national targets for 
accomplishment in the following 15 areas: control of 
High blood pressure; family planning; pregnancy and 
infant health; immunization; sexually transmuted 
diseases; toxic agents; occupational health; rfjyori ela- 
tion and dental health; surveillance of infectious 
disease; smoking; misuse of aicohql and drugs; nutri- 
tion; physical fitness, and exercise; and stress. They 
reflect the efforts and judgments of many individuals 
and organizations- both in the private sector and 
within government who brought special expertise 
and experience to the initial drafting and the subse- 
quent revision. ! Some objectives are directed at 



1 Draffs of [he objectives were developed by 15 work groups at a 
conference in Atlanta. Chu in June. 1 979 iV.% Department of 
Health. Faiucation, and Welfare, 1979), More than 4,000 copies of 
the draffs were then, circulated for public review. On the basis of 
comments received, in early 1980 the draft .objectives were re- 
vised, and additions made. The final stiuements were issued by 
the Surgeon Genera r in November of thai year (Office of the As- 
sistant Secretary for Health and the Surgeon General, 1080), 



reducing death rates and related measures of poor 
health; others are aimed at reducing measurable 
risks, increasing public and professional awareness of 
risk and risk-reduction possibilities, and improving 
services. The measurement of risks and the measure- 
* ment of progress in reducing them demand reliable 
data for establishing baselines and reporting trends, 
Thus another group of objectives relates to develop- 
ing surveillance systems. 

In requiring a triennial Prevention Profile, Congress 
has in effect called for a systematic tracking of the 
Nation's .progress towaaf) preventing unnecessary 
x disability or premature death. Since almost every one 
tof the specific objectives set forth in the document is 
preceded ipy a statementabout where the Nation now 
stands in respect to the. matter .at hand, the objec- 
tives collectively constitute a natural framework for 
such tracking.' This section,, therefore, "draws heavily 
on this resource, 

Irvthe pages^d* follow, the major national objec- 
tives to be attained by 1990 are summarized for each 
of the IS subject areas.-' Where reliable baseline data 
exist and d«ta reporting is assured, specific objectives 
are stated in full. In some instances, data are 
presented in tables or graphs to show where the Na- 
tion, stood at last reporting and where it can stand by 
1990 if the objectives are attained. 

Future prevention reports can supply the relevant 
numbers for successive periods. These miniscore- 
eards of specific objectives comprise 'the initial build- 
ing blocks of an emerging system to track the 
Nation's advancement toward its prevention goals 
and to review these goals in light of new research 
findings, To the extent that necessary data become 
available during the years to come, a far greater 
number of the, Surgeon General's prevention objec- 
tives can be measured, and progress toward them 
tracked. 



2 In a tew instances- earlier attainment is feasible, and nationa 
jectives are established for 1985= 
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High Blood Pressure 

A variety of approaches must be laken-if whanis 
now known or suspected about high blood pressure 

* control is to be translated into concrete help for the 
60 million people who are currently placed at higher^ 
than average risk for heart disease and stroke by this\ 
condition. These approaches include e-fleciively com- 
municating to the public the health \$kl associated 
with high blood pressure and continuing to en- 
courage regular blood pressure checks.. Other aspects 
include informing individuals as to whether their 
own current blood pressure is normal (i.e., at or 

• below 140 mrnlig, systolic, or 90 mmHg, diastolic) 
or elevated ind, if elevated^ actively encouraging 
. i hem to take appropriate measures for control and 
long-term maintenance'of such i "control. Other neces- 
sary steps are to encourage lower rates of significant 
overweight in the population, to encourage lower 
average rates of salt consumption, and to enable peo- 
ple to make better informed food purchases assisted 
by labeling that clearly specifies both salt and calorie 
content, . 

Through a combination of these approaches, a ma- 
jor national objective can be reached: 

* By 1990, at least 60 percent of the estimated 
■ * • population having definite high blood pressure 
(160/95) should have attained successful long 
term blood pressure control, i.e., a blood pres- 
sure at or below 140/90 for 2 or more years. 

While this is- the 'principal objective for high blood 
prep&fe control, progress toward it cannot as yet be 
systematically tracked. However, recent data from 
several statewide and local eross-secUonal studies 
indicate that 'only between 25 and 60 per cent /of 
definite hypertensives have controlled their blood 
pressure to levels below 160/95. As yet, no data are 
available with which" to establish a reliable national 
baseline frorm which to chart progress toward long- 
term control throughout the decade. 

Progress in reducing the prevalence of significant 
overweight is one objective where presently available 
data do permit tracking: 

, '• By 1990, the prevalence of significant ov6r- 
* weight (120 percent of desired weight) among 

• - r " the U.S, adult population should be decreased 

to 10 percent "of men and' 17 percent of 
women, without nutritional impairment. 
Prevalence of significant overweight in a national 
sample of the population was last measured in the 
1971-74 National Health and Nutrition Examination 
Survey conducted by the National Qenter for Health 
Statistics.: According to this survey, 14 percent of 
men and 24 percent of women exceeded 120 percent 
of desired weight for their height .and sex (figure 
24). 

Another objective is the reduction in average daily 
salt consumption. (See the section on nutrition.) = 
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Figure 24, Reduce prevalence of overweight: Adults 
18-74 years of age more than 120 percent of desired 
«■ weight '.- - 



Family Planning 



Family planning includes measures to prevent 
unplanned births (both unwanted and mistimed) and 
to overcome unintended infertility. The general prin- 
ciples of family planning are (1) to provide individu- 
als with adeqi/ate information that they can use as a 
basis for making decisions tfeout conceiving, bearing, 
and becoming parents of healthy children, and (2) to 
make available to individuals effective and maximally 
safe means ' by ; which they can implement their 
decisions. 

Previous sections have noted the signal successes 
of family planning in reducing unplanned births 
among ever married women. Most of the specific im- 
provements in family planning needed for the I98()\s 
relate to the reductipn of the still relatively high 
rates of unplanned births among medically and so- 
cially high-risk women, especially teenagers, black 
women, and poor - women. Pregnancies among 
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teenagers^amoni women who are unmarried, ambng 
women over 34 years of. age, and among high parity 
women are all ussdciaied with higher than average 
rates o'f'mtfernal and/or infant morbidity and^mortah 
ity. They at© also more likely than other pregnancies 
to be unplanned, In 1976, the proportion ,gt un- 
planned births (5 year&v prior to interview) was 50 
. percent h^her ip poor than in nonpoor families 
%(46.5 peklf^sQf births, reported by ever married 
women with famTty^ncomes below 1 5D percent of 
the poverty *devel we|e unwanted, compared with 
29.2 percent for women with family incomes of 150 
percent of poverty level or higher). Also, ever mar- 
ried black women in a 1976 survey reported thar 48 
percent of births to them during the 5 years prior to 
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interview had been unplanned, whereas white 
women reported that only 32 percent of births to 
them had been unplan/ned. 

Fortunately, data fVom continuing national s^veys 
are available to provide reliable baselines and to re= 
port future trends. The first objective is as follows: 

• By 1990, thene should be virtually no unin= 
tended births to girls 14 years of age or under. 
Fulfilling this objective would probably reduce 
births in this age group to near zero, 

In 1978, there were 10,714 such births. The 
current rates and objectives set for other teenage 
girls and for all single women are- displayed in figure 
25, A larger proportionate reduction in fertility rates 
is called for among the vQry young teenagers than 
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among the; older ones, commensurate with the 
greater health and .social risks associated with preg- 
nancie^at younger ages. Also, many births to young 
women in their later teens are planned and wa s ntedL 
Th^ tfbjeetives, as stated, allow for such intended* 
births. A closely related goal is to reduce* by half the 
current disparity between American women of. dif- 
ferent economic levels in their ability to avoid un- 
planned births, (See figure 19.) 

Oral contraceptive pills with a high estrogen con- 
lent substantially increase risks of subarachnoid 
(brain) hemorrhage and heart attacks, especially 
when used by habitual smokers, .They may" have ^ 
other adverse side effects. An objective for reducing 

this risk follows: 

■ ■ t &f 

* By 1985, oral contraceptives containing more 
than 50 micrograms of estrogen should not be 
used for family planning methods, and sales of 
these preparations should have be&n reduced 
to 15 percent. (In 1978, about 1, percent , of 
preparations sold were 41 this level.) ' f fc 

.Other specified safety measures include reducing 
the proportion of abortions performed irythe second 
trimester ;of pregnancy from the 10,6 percent level- of 
1976 to 6 percent. 



Pregnancy and Infant Health 



jbjeetives for' the 198Q\s include lowering 
the rates of infant and maternal deaths and closing 
current gaps in such rates between racial and ethnic 
groups and between people who Jive in metropolitan 
and medically underserved areas. Closely related are 
-objectives to extend and improve the health of preg- 
nant womepand infants and to improve access to 
prenatal and interpartum care, J : 

Objectives for reducing infant and maternal deaths 
are as follows: 1 ' s ■ 

• By 1990, the national infant mortality rate 
, (deaths for ail babies up to 1 year, of age) 
should be reduced to no more- than 9 deaths* 
per 1,000 live births. (In 1978, the'infant, mor- 
tality rate was 13.8 per 1,000 live births.) * 

^ By 1990, no county and no racial f or ethnic 
group of the population (e.g., blaekf Hispanic> 
. Indian) should have an infant mortality rate in 
excess ^of 12 deaths per 1,000 live births. (In 
1978, the infant mortality rate for whites was 
' 12.0 per 1,000 live births; for blacks 23,1 per 
1,000 live births; for American Indians 13.7 
per 1,000 live births; rate for Hispanics is not F 
( , yet available separately.) ' 

• By 1990% the neonatal death rate (deaths for all 
' infants up to 28 days old) should be redubed to 
no more than 6/5 deaths per 1,000 live births. 



; (In 1978, the neonatal death rate was 9,5 per 
. \ , IMG live births.) . ; ■ . \ . * , ... 

» By 1990, the,} perinatal c|eath rate should be re- * 
duced to' net mdrl than: 15 per WOOD, (In 
1977, the per^rnTfa! death rate was 1 5,4 per ' 
• ; !i000. NOTE; The perinatal death rate is total 
deaths, late fetal deaths over, 58 weeks Jgesta- 
tion plus infant deaths, up to 7 days old, ex- 
pressed, as a- rate per 1,000 live births and iatg# 
■ ■ fetal deaths,) 

• By 1990,. the^ maternal mortality rate should 
not exceed 5 per 100,000= live births for any 
county: or for any ethnic group (e.g., bill.., 
Hispanic, American Indian). (In 1978, the 
overall rate was 9,6; the rate^lbr blacks was 

"25,0, the rate for whites 6.4, and for American 
Indians 12.1; the rate for Hispanics is not yet 
available separately, ) ■ " . 

Me^gyrable objectives to increase early purticipa-, 
tion in prenatal care and to reduce the prevalence of 
low birth weight are as follows: ' 

• By* 1990, the proportion of women in any • 
county or racial or ethnic group (e.g., black, 
Hispanic, American Indian) who obtain no 
prenatal care during the first trimester of preg- 
nancy should not exceed 10 percent. (In 1978, 

40 percent of black motherland 45 percent of 
American Indian mothers received no prenatal 
care during the first trimester; percent of 
Hispanics is unknown.) 

• By 1990, low birth weight babies (2,500 grams 
and under) should constitute no more than 5 1 
percent of all live births. Un J 978, the propor- ■ 
tion was 7.0 percent of all births.) .: 

» By 1 990 • no county and no racial or ethnic '• , 
group of the- population le.g., black, Hispanic"; ' 
.'American Indian) should have a rate of low 
birth weight infants (prematurely born and 
small-for-age infants weighing less than 2,500 
grams) that exceeds 9 percent /of all live births. 
(In 197&, the rate for whites was .-about 5,9 ppr- 
cent, for Indians about 6.7 percent, and for 
blacks about 12.9 percent,' rates for Hispanics 
are no,t yet separately available; rates for some 
other Nations are 5 percent and less,) 
Figure 26 shows the infant and maternal mortality 
rates in 1978 .as-well as rates of early prenatal care 
participation'and low birth weight outcomes. Each is 
juxtaposed to the corresponding 1990 target, objec- 
tive. As can be seen, the most apparent challenges 
He in reducing infant and maternal mortality among 
blacks and in increasing the averagi birth weight of 
black babies, The challenges to igjprove the out- 
comes of pregnancies of Hispanic women miiy prove 
to be just as great when baseline data become avail* [ 
able to show their 1981 status/, A*' 
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1978 
Data 



1990 
Objective 



Deaths per 1,000 live births 



infant mlrt dity 

National 

BlacK,..?.....*..:.. 



Neo nata I 1 mof tahiy - ... 

Pgr i natal. mortal sty 2 ( 1 977),, 



Maternal mortality 

-National. 

\ Black 

b * . 



Prenatal eare began in first- > , 
trimester of pregnancy ' 

National........ „ii. .,•'..<••■. 

* Black.:. . 

Birth weight 2.500 grams or leu 



>3.8 

23,1 

9,5 
15.4 



9 
12 

6.5 

5.5 



Deaths per 100,000 iiv§ births 



9.6 

2I0 



Percent of live births 



National,, 
Black 



74.9 

60,2 



7.0 
12,9 



( 3 ) 
90 



Includes deaths within 28 days &f birth, - ' 

■^Includes late fetal deaths over 28 weeks gestation plus in? 
1 fant deaths witfiin 7 days* &f birth. The rate. is the number of 
" perinatal deaths per 1,000 liveblrths and late fetal deaths, 
^No set objective, " t - 

SOURCE Division qf Vital Statistics National Center for 
Health Statlfties* ' * 
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Figure 26, Pregnancy and Infant health objectives 



Other pregnancy and infant health objectives re- 
late to the prevention of birth defects^ and severe 
mental retardation (IQ less than 50) resulting from 
known biomedical causes. 

• By 1990, 4he incidence of neural .tube defects 
should be reduced to 1,0 per 1,000 live tjtths, 

' . (In 1979,' the rate was 1.7 per. 1,000.) 

• By 1990, Rhesus ' hemolytic' disease of - the 
newborn should -be. reduced to below a* rate of 

' 9 1.3 per 1,000 live births. (In 1977, the rate was 
1,8 per 1,000 ) 

To accomplish reduction in birth defects by 1990, 
all pregnant women at high risk of poor pregnancy 
outcome should have access to information on 
amniocentesis and prenatal chromosomal diagnosis 
and therapy as Indicated. All newborns should be 
provided neanatal screening for metabolic disorders 
for which effective and efficient tests are available. 
Examples of such disorders include PKU and 
congenital hypothyroidism:. 

A final set of objectives relates to the delivery of 
maternal and perinatal health .services. These include 
instituting regional systems of primary, secondary, 
and tertiary care that would be accessible to all 
women and infants for prenatal, maternal, and peri- 
naftl health services; effectively communicating to 
pregnant women about risk factors such as smoking 
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and drug, and alcohol -use and those related to nutri- 
tion; , hnsuring appropriately attended, J safe delivery 
provided in ways acceptable^ to them and their famH 
*lie5;«anU providihg that virtually all jnfants should be 
a%le to participate in primary health care that ^ 
includes well child care; * assessing growth and / 
development; providing immunization; screening, 
diagnosis, treatment tor conditions requiring special 
services; aricl appropriate counseling regarding, nutri- 
tion, automobile safety, and prevention of other 
accidents, , 

Immunization * 

VaccinesjUire among ihe safest and, most effective 
measures tor preventing disease. Although high lev- 
els of cKTldhood protection were obtained i\§ of 1979 
through immunization campaigns, continued* efforts 
are required to complete the task. Vigilance ^ re- 
quired to maintain past successes' because the causal 
agents are stjll very much alive, with the 'exception, 
those for smallpox, which has been eradicated. 

Objectives for the 1980's are to reduce disease oc- 
currences to improve child and adult immunization 
levels, to improve the diffusion and application of 
new technology, and to imprpve data for immuniza- 
tion surveillance. 

Specific objectives for reducing the number of re- 
ported^ casfesVpf diphtheria, measles, mumps, per- 
tussis, polio, rubella, congenital! rubella syndrome, 
and tetanus, all of which a ! ?e preventable through im- 
munization, are shown in figure 27 along with the 
1979 levels. A word of caution is necessary .Jfhysi* 
cians are known to. underreport the cases of chthd- 
hood diseases they treat; responses to questions dn 
household surveys indicate that many more cases 
probably occurred in 1979 than figure 27 includes.; 
As the completeness (of reportingHmproves in the fu- 
ture, there may be temporary increases in the 
number of reported cases. Thus real progress toward 
reaching the 1990 objectives may be obscured. 



1990 



Disease 


Data 


Objective 




Number of cases reported 


iiphthefSa .....,...,...,•,.„...,..... 


......... 59 


50 


Measles 


......... \ 13,59/ 


500 


Mumps.................. 


......... 14,225 


1 ,000 


Pertussis .............................. 


.......... 1 ,61 7 


1,000 


Polio'...-.. .... 


......... 26 


1 Or 


Rubella : ; , 


-. 11,795 


1,000 


Congenita! rubella 

syndrome....,:^,,.,........... 


62 - •" 


' 10 


Tetanus j. ............... 


81 


50 



SOURCE; (Center for Disease Control, '1380) 



Figure 27, Reduce reported incidence of seleetedi 
.diseases » 




• Other, objectives to be attained , by 1990 inulude 
the following: $0 percent of all children should havi 
completed the. recommended basic immunization 7 

* <serifes by 2 years of age; at least 95 percent c*f chil- . 
dr.en In licensed day, care facilities and all grades of 
school should be fully immunized ^Among high-risk- 
adults, as defined by the Immunization Practices Ad= 
vfapry Cpmminee of fn.e* Department of HeaTth and- 
Human Services, 60 percent should bl s recej^ng an* v 

. nuaJ- immunization against" influenza and pneumococ- 
"cal pffeumonia: j * 

A final scu of objectives relates to improving the, 
reporting of data necessary for improved control, By 
1990, 'ar iVast 95 pejicent of those- under 18 years of 
age should; have up-to-date officfal immunization . 
records. Also, at least 90 percent of those* hospital- , 
.ized and 50 percent of those not hospitalized with * 
vaccine preventable diseases of childhood should be 
reported^ ' - , , - "* 



, Sexually Transmitted Diseases 

Objectives for the. prevention of sexually transmit- 
ted diseases include :;meUs usably reducing the in- 
cidenbe by 1990, "extending Stoaiion and services, 
.and better sharing of statistical data to improve con- 

' trol programs. ■ - - ^ 

Figure 28 juxtaposes the rates fqr gonorrhea arid 

^syphilis reported in 1979 with the object ive for 1990^ 
In -addition to a reduced number of reported clises, 
the incidence of serious neonatal and maternal infec- 
tions due to sexually transmitted agents (especially 
herpes and chlamydia) should be reduced by - half, 
and the* incidence of nongonococcal urethritis and 
chlamydia infections, in men should be reduced to 
two-thirds of its present leveL - 



•■ Disease 


" * ' 1979 •' 1 9510 

Data tf Objective 




, . Cas&s f&parted p&r J 00, 000 
■ *' papulation j 


.Gonorrhea , .j 


J....'.., 45? 280 


'• Syphilis, primary and 
. secDndary 




Congenital syphilis 1 


" 3.7 1,5 


} Under i of age. 




' SOURCE; Center for 
Edition 35. 


Disease fiontfeh STD+'art Stiver, 



Figure 28. Reduce reported incidence of sexually 
transmitted diseases 



Toxic Agent Control ■■; 

Health problems attributed to fftxie agents include 
acute ' effects, such as poisoning, teratogenic and 

developmental abnormalities;: mutagenesis; cancer, \ t \ 

. , Neurologic and behavioral Impairment, immunologic 1 



damage, arid -/chronic degenerative diseases involving 
the lungs, joints, vascular system, kidneys, liver,, and 
*, ehdpcrine System, ■ ■ •'=. * 

• Diseased associated with toxic agents affect people 
differently, depending on ri heir- sex, age, history -of 
past exphsures, .apU rfossihle genetic predisposition. 
Shmrlarly, the\genetie affects of tdxie agents may hi 
v manifested differently in * future generations, f'or 
: - these reasons and because of the varying latency as-' 
sociatexi . with, many chronic diseases, the current in- 
cidence rates of diseases associated with toxic agents 
do not accurately measure either their true 'potency 
or tHe effectiveness of existing control* "artd, prevent 
tion efforts, This makes, the tasks of ; risk ; klentifica- 
tionNnid risk reduction e n o rmo u s 1 _y d i iti tfti lt\- 'pa v\i c u - 
larly because more than $6*000 chemical compounds 
■ -ace produced commefciaijy anil approximately 1,000 
,, nevv> compounds are introduced! . each year,, Over 
□ ,000 substances currency in commercial use have, 
been identified as toxic-agents. 

. Current evidence builds a convincing case for the 
carcinogenicity' trr humans of 20 chemicals and com-* 
pounds, and-more than 2-300 specific chemicals-are 
suspected carcinogens. Also/morethan 20 ^agents are 
known to be associated with birth defects in* humans; 
many times this number are associated; -with birth de- 
fects in animals, .. * '. '■ 

The principal sources pf environmental health 
^ha^ards presently subject to Federal regulation' 
include the following; air and/or water emissions 
arjd/or . efBLHCfi'ts; automobile exhaust 'emissions; 
X-ray equipnient; hazardous waste disposal; transpor- 
tation of hazardous materials; and occupational expo- 
sures. ^Standards ; have been established for, air 
•quality,' for safe drinking water, and. tor certain types 
of occupational exposure. Such standards .are ^ndw 
being ,develf»pec^for hazardous waste disposal/arid for 
transportation of toxic materials, 

" Environmental objectives J6r 1990 include the fol- 
lowing; eliminating miscarriages and birth defects as- „ 
sociated .with .toxic agent exposures; reducing health 
risks of contaminated ground water, surface water, or, 
soil from industrial toxins associated with waste wa= 
ter; and assuring that the air is good to breathe and 
the water safe to drink. * 

No one knows the extent to which water "and, .soil 
are currently contaminated, However, in 1980, the 
Environmental Protection Agency is 'starting a series 
of programs ^Oi prevent new contamination;, and by 
1990, there should be almost no contamination of 
water that is preventable associated with wastewater* 
majnigem^nt. A related objective, is to develop a plan 
Uv -protect humans from the consequences of toxic 

• agents in existing sites of toxic solid waste disposal. 
, Ionizing radiation can produce skin burns, gas- . 

jro intestinal disturbances, bone marrow depression, 
and cancer. Most manmade sources o£ ionizing radia- 

y tion derive from diagnostic "and therapeutic medical 
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applications; the remainder, so far a srnall percent, 
derivfc from one or another use of or fallout from 
nuclear pqwef. While serious inadequacies exist in 
reportini data on the presence of toxic agents and 
exposlire to! ; iow level ionizing radiation, some crude ,. 
baseline, da { ta are available to use in tracking future 
progress toward *the risk' redijction • objectives as 
follows; , 

• By 1990, virtually all communities should ex- 
perience no mbre than one day per year when 
air quality exceeds an individual ambient air 
quality standard with respect to sulphur diox- 
ids, nitrous dioxide, carbon monoxide, lead, 
hydrocarbon, and parficulate. matter, (In 1979; 
the level was estimated to be 50 percent.) 

• By ,199p, at least 95 percent of the population -.. 
should be served by community -water systems -=■ 

• that meet Federal and State standards for safe 1 
drinking water, (In 1979, the level was 85 to 
90 percent for the National Interim' Primary 
Drinking Water Standards.) 

By 1990, the total number of medically unneces- 
sary diagnostic X-ray examinations should be 
reduced by some 50 million. By 1990, hazards from 
inhalation of fumes from toxic materials during tran- 
sportation should be eliminated, ~ 

There should be no pesticides, herbicides, fungi- 
cides, or rodenticides available for sale by 1990, 
which are knowrf to be carcinogenic, teratogenic, or — 
mutagenic in man, unless determined to be vital to 
the national interest under certain conditions. Indivi- 
duals purchasing a potentially toxic product of any 
kind should be protected by clear labeling of contents 
and directions for the product's use and disposal 
Also by 1990, 80 percent of U.S. communities 
should have a rate of lead toxicity among children 
under 6 years of age 5 of less than 500 cases per 
100,000 children, and 90 percent of that age group 
identified with lead toxicity should have been 
brought into medical and environmental manage- 
ment Finally and most broadly, by 1990 the Toxic 
Substances Control Act and the Resource Conserva- 
tion and Recovery Act should be fully implemented 
to protect the U.S. population against hazards result- 
ing from production, use, and disposal of toxic 
chemicals. 

No comprehensive surveillance system exists by 
which to monitor new or continuing environmental 
threats to health. Thus the following set of objectives 
is especially important: 

• By 1990, a broad scale surveillance and moni- 
toring system should have been planned to dis- 
cern and measure known environmental haz- 
ards of a continuing nature as well as those 
resulting from isolated incidents. Such activi- 
ties should be continuously carried out at both 
Federal and State levels, 



' • By 1990, a central clearinghouse for observa- 
tions of agent/disease relationships and host 
susceptibility factors should be fully opera- 
tional, as welhas a national environmental data 
registry to collect and catalogue information on 
concentrations of hazardous agents in air, food, 
and water, 

When safe exposure limits are exceeded, or 
threatened to be exceeded, prompt action is essen- 
tial. Objectives related to this include the following: . 

ji By 1990, every individual residing in an area 
with a population density greater than 20 per 
square mile or in an area of high risk should 
be protected by an early warning system 
designed to detect the most serious hazards, 

9 

• By 1990, every populated area Of the country 
should be able to be reached within 6 hpurs by 
a toxic agent or chemical emergency team in 
the event of exposure to a serious environ- 
mental hazard. 

Occupational Safety and Health 

The National Institute for Occupational Safety and 
Health estimates that 100,000 Americans die each 
year from occupational illnesses. Nearly 400,000 new 
.. eases of occupational diseases x>ecur annually. (These 
estimates are controversial, but no better ones are 
available.) When multiple etiological factors are con- 
sidered, 10-20 percent of all cancer cases may be re- 
lated to carcinogens in the workplace. 

In 1978, work-related accidents resulted in 13,000 
deaths and 2.2 million disabling injuries, 80,000 of 
which were permanently disabling. For every J 00 
full-time workers, there was an average of 9.2 work- 
related disabling injury cases, which accounted for 
approximately 61 workdays lost and restricted- 
activity days per 100 full-time workers. 

Objectives established for 1990 concern reductions 
in work-related deaths and injuries, better identifica- 
tion of worksite hazards and illnesses, increased 
knowledge by workers of their personal worksite haz- 
ards and risks, reduction in worksite hazards, and 
strengthened epidemiologic and surveillance capabili- 
ties. Figure 29 presents the latest available data on 
deaths from work-related accidents, work-related dis- 
abling injuries, and workdays lost due to injury in 
relation to the 1990 objectives, which are as follows: 

• By 1990, workplace accident deaths for firms 
or employers with 11 or more employees 
should be reduced to less than 3,750 per year, 
(In 1978, there were 4,170 work-related fatali- 
ties for firms or employers with 11 or more 
employees.) 
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htm * 1S78 1W0 

Data Objietivt 

'•• Number per year 

Deaths 1 ...„...*„„..„... 4,170 3,750 

Rate per 100 full -time workers 

. * ' ■■ . • ■ = = 

Disabling injuries ? „*. ».*».. ................ 9,2 8,3 

Workdays lost .............. 62,1 56 

^ In companies employing 1 1 er mere persons 
SOURCE; (Bureau of Lifter itatlstics, 1910^ 



Figure 29. Reduce deaths, disabling injuries, and 
* workdays lost due to work-related accidents 

• % 1990, work-related disabling Injuries should 
be reduced to 8.3 cases per 100 full-time work- 
ers. (In 1978; there were approximately 9,2 
cases per 100 workers,) » 

• By 1990, lost workdays due to injuries should 
be reduced to 55 per 100 workers annually?" (In 
1978, approximately 62.1 days per 100 workers 
ware lost,) 

Reductions to be achieved by 1990 appear modest, 
but they must be made in areas where the trends 
have been rising/ 

Another measurable objective concerns control of 
specific, preventable diseases for which workers in 
particular occupations are routinely examined. 

By 1990, among workers newly exposed after 
1985, there should be virtually no new, cases of 
four preventable occupational diseases— 
asbestosis, byssinosis, silicosis, and coal 
worker's pneumoconiosis. (In 1979, there were 
an estimated 5,000 cases of asbestosis; in 1977, 
an estimated 84,000 cases of byssinosis were 
expected in active workers; in 1979, an es- 
timated 60,000 cases of silicosis were expected 
among active workers in mining, foundries, 
stone, clay and glass products, and abrasive 
blasting; in 1974, there were an estimated 
19,400 cases of coal worker's pneumono- 
coniosis.) 

The annual incidence of coal worker's pneumo- 
coniosis is unknown. However, in the late I970's, 
mqg than 4,000 deaths per year were attributed to 
blacfii lung disease. Currently, about 15 percent of 
the coal mining work force shows evidence of this 
disease, 

Identifying occupational hazards and illnesses 
requires that generic standards be developed to 
prevent major common health hazards due to injury 
and toxic exposures and that increased numbers of 
evaluations for health hazards be made', In addition, 
physicians and other health care providers should 
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routinely question their patients about occupational 
hazards to health and record the responses as part of 
their patiffl^ medical histories. 

Another plbjective relates to increasing worker's * 
knowledge of personal work-site risks. 

• By 1990, at least 25 percent of workers should \ 
be able to state the nature of their occupational 
health .and safety risks and their potential 
consequertces prior to employment, as well as 
be informed of changes in these risks while 
employed. (In 1979, an estimated 5 percent of 
workers were fully informed.) 

Other objectives related to knowledge of risks at 
work include routinely informing workers about their 
personal exposure ^measurements, about the results 
of their health examinations, and about lifestyle' 
behaviors that interact with factors in the, work en- 
vironment to increase personal risks. Objectives to 
reduce worksite hazards include a phased program 
for the development and approval of hazard control 
plans for new processes, equipment, and installations 
in industry. Finally, better data and better surveil- 
lance systems are required if occupational safety and - 
health are to be measurably improved. 

• By 1985, an ongoing occupational health 
hazard/illness/injury coding system, survey, 
and surveillance capability should be 
r developed, including identification of work- 
place hazards and related health effects, includ- 
ing cancer, coronary heart disease, and repro- 
ductive effects/ ., - 

Accident Prevention and Injury r 
Control 

Objectives related to accident prevention and in- 
jury control to be attained by 1990 include reducing 
the rate of deaths due to motor vehicle accidents in 
general and the rate for children in particular. They 
also include reducing deaths and injuries from other 
accidents. 

Because there are several sources of continuing 
data that report both accident fatalities and accident 
injuries,, a number of measurable objectives can be 
included in an ongoing tracking system, The objec- 
tives relating to prevention of deaths from motor 
vehicle accidents are as follows: "~ 

• By 1990, the motor vehicle fatality rate should 
be reduced to no greater than 18 per 100,000 
population, (In 1^78, it was 24,0 per 100,000 
population,) 




• By 1990, the motor vehicle fatality rate for 
children under 15 years of age should be re- 
duced to no greater than 5,5 per 100,000 chil- 
dren. On 1978 v it was 9.2 per 100,000 children 
;,v under 15,) 

Figure 30 presents the 1978 rates relative to both 
these objectives together with the projected 1990 
rates. In this particular area, any one or any combi- 
1 nation of several possible events during the 198QV 
could .dramatically reduce motor vehicle* fatalities 
even below the 1990 objectives here stated. These 
include the following.' drastic reductions in weekend 
pleasure driving by teenagers resulting from short- 
ages, high prices, or rationing of gasoline; adoption 
of State laws raising the drinking age; adoption of 
passive restraint systems in* new models of cars; 
widespread adoption and use of child car safety 
devices, / , s 
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Objectives to reduce deaths and injuries; from 
other accidents that can be tracked are as follows; 

. v » By 1990, the home accident fatality rate for 
' children under 15 years of age should be no 
greater than 5.0 per I 00,000 children, (In 
19^8, it was 6,1 per 100,000 children under 

15.) , = . ::! -- " . ■'" 

» By 1990, the mortality rate from falls should 
be reduced to no more; than 2 per 100,000 per- 
sons, (In 1978, it was 6.3 per 100,000 ) 

• By 1990, the jnortality rate from drowning 
should be reduced to no mqrfe than 3.0 per 
100,000 persons, (In 1978, it was 3,2 per 

, 100,000.) 

• By 1990, the number of tapwater scald injuries 
• requiring hospital care should be reduced to no 

more than 2,000 per year llrt Ift7|, it was 
4,000 per year.) : , 

Figure 31 displays the 1978 death rates from 
drownings and fails and shows the 1990 target rates/ 
Other reductions of deaths and injuries are possible 
both from better prevention of firearm accidents and 
of residential fires. 



i 1 



8 r~ 



§ 

ff 
yj 
a- 

LO 

I 
r- 

< 



J 1978 Data 



L__~J 1990 Objective 



8,3 



2 - 



3.0 



I 9 



FALLS 



DROWNINGS 



SOURCE: .Division sf Vital Statiities, Natisnil Cant»r fgr 
Haalth Siatlitlei. 



Figure 30, Reduce mortality from motor vehicle accidents 
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Figure 31. Reduce mortality from falls and drownings 
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• By 1990, the number of accidental, fatalities 
from firearms should be held to no more than 
1,700 per year, (In 1978, there were 1,800.) 

• By 1990, accldeiitai deaths from residential 
fires should be reduced to no more than 4,500 

: per year:, (In 1978, there were 5,400.) 

Figijre 32 portrays the 1978 baseline rates for ac- 
cidental deaths from firearms and residential fires to- 
gether with the 1990 objectives. 
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Figure 32. Reduce accidental deaths from firearm 
accidents and from residential fires 



Dental Health 

Dental disease prevention covers' the spectrum of 
many activities, from the fluoridation of community 
and school -water supplies, through dental health 
education, to individual improvement of oral hygiene 
and dietary practices of children ahd adults. 

Tooth decay affects 98 percent of the U.S. popula- 
tion, creating a dental disease problem of massive 
proportions. By 17 years of age, 94 percent of chil- 
dren have had -tooth decay in permanent teeth, with 
an average of nine teeth affected. Among adults, 
periodontal disease creates serious problems. 

Objectives for improving the dental health of the 
population include the following: 

* By 1990, the proportion of children nine years 
of age who have experienced dental caries in 
their permanent teeth should be decreased to 
60 percent, (In 1971-74, it was 71 percent,) 

» By 1990, the prevalence pf gingivitis in chil- 
dren 6 to 17 years of age should be decreased 
to 18 percent, (In 1971*74, the prevalence was 
about 23 percenf.) 

, "•■ By 1990, in adults the prevalence of gingivitis 
and destructive periodontal disease should be 
decreased to 20 percent and 21 percent, 
respectively, (In 1971-74, 25 percent of adults 
18 to 74 years of age had gingivitis and 23 per- 
cent had destructive periodontal disease,) - 

The reductions in caries, gingivitis, and periodon- 
tal disease that should be attained by 1990. are not 
great. But since very large numbers of children and 
adults currently experience these conditions, even a 
modest reduction in rates would represent significant 
prevention. 

Drinking water that is deficient in naturally occur- 
ring fluoride can be adjusted to the optimum level 
for dental health, thereby preventing dental caries by 
up to -65 percent. Ye^ only about 60 percent of the 
population living in communities served by water 
systems currently has fluoridated water. 

Objectives for improving oral health relate first to 
fluoridation and then to improving oral hygiene and : 
nutrition practices:: Two objectives for fluoridation 
are as follows: 

• By 1990, at least 99 percent of the population 
on community water systems should be receiv- 
ing the benefits of optimally fluoridated water, 
(In 1975, it was 60 percent,) 

» By 1990, at least 50 percent of school children 
Jiving in fluoride-deficient areas that do not 
have- community water systems should be 
served by an optimally fluoridated school water 
supply, (In 1977, it was about 6 percent,) 
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Surveillance and Control oif V . " ^ 
Infectious Diseases; r : 

Currant surveillance and classification systems 
tend *ti understate the impact of infectious a diseases 
dn^th^tfeaith and well beirjg o^the population. The 
category of influenza and pneumonia is among the 
leading causes of death- If the deaths in this group 
were to be included with deaths in a category con- 
taining all infectious diseases, the numbers would 3 he 
considerably larger, 

Protection from infectious diseases includes better 
understanding and practice of basic hygienic meas- 
ures, Su&h measures include handwashing; proper 
handling of food; improved water treatment systems; 
regulatory measures relating to food processing, food 
service, and waste disposal; better technology to per- 
mit and safeguard sterilization or disinfection. 
> Objectives for surveillance and control of infec- 
tious diseases include reducing the incidence of in- 
fectious diseases, applying new protective measures, 



■ in a timely manner, and improving surveillance 
. systems, : - 

: Figure 33 displays rates for four leading infectious 
diseases that lend themselves to prevention and con-' 
v trol: hepatitis B, tuberculosis, pneumococcal pneu- 
/ rhonia, and bacterial meningitis, T^he most recent, 
available baseline figures are presented, and the 
corresponding 1990 objectives juxtaposed. 

Another partially measurable objective is for the 
- reduction of preventable nosocomial infections, 

• By 1990, the (risk-factor-specific) incidence of 
nosocomial infections in. acute-care hospitals * 
will; be reduced by 20 percent of what other- 
wise would pertain in the absence of hospital 
control programs- A similar percentage reduc- 
tion should be' seen in long-term care and 

residential care facilities, 

- . ■ - -i 

Over 2 million nosocomial infections are acquired 
each year in community acute-care hospitals. In 
1979, it was estimated that '5 percent of all hospital 
patients suffered nosocomial . infections, and the 
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Figure 33, Reduce reported Incidence of s elected infectious diseases 
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* d vera 11 rata of hospital acquired infections 'appears to 
be increasing, although less so in hospitals with good 
. .infection control programs. They are the primary or 
contributing cause of 60,0b0»80,000 deaths each 
year, Twenty percent of these^nfections are esti- 
mated to be preventabfc. Data systems are not now 
available to track progress in reducing infections in 
long-term care and residential care facilities/ 

Other sets of objectives concern more timely ap- 

•- plication of new protective measures and accumula- 
tion of better data for monitoring the prevalence and 
spread of infectious diseases. # " 

• gy 1990, data reporting systems in all States 
should be able to monitor trends of common 
infectious agents not now subject to traditional 
public health surveillance (respiratory illnesses, 
gastrointestinal illnesses, otitis media) and to 
measure the .impact of /these agents on health 
„ care cost and productivity at the local and State 
levels and, by extension, at the national level. 

When such surveillance systems are in place, 
. many new, measurable objectives for the prevention 
of infectious disease can be included in a tracking 
system, 

t* .■ • ■ 

Smoking and Health 

As noted in earlier sections; cigarette smoking is 
an established risk factor for many diseases. It is a 
causal factor for coronary heart disease and 
peripheral artery disease, for cancers of the lung, lar- 
ynx, oral cavity, esophagus, and pancreas, -for 
chronic bronchitis and emphysema, and for anergic 
conditions. It is associated with cancer of the urinary 
bladder, peptic ulcers, retarded fetal growth, spon- 
taneous aborfion, increased infant mortality, and 
impaired growth ajid development during childhood. 
It acts synergistically with oral contraceptives to 
enhance the probability of thromboembolic disease, 
with alcohol to increase the risk of cancer of the lar- 
ynx, oral cavity, and esophagus, with asbestos and 
other occupationally encountered substances to 
increase the likelihood of cancer of the lung, and 
with oiHer risk factors tp enhance cardiovascular risk. 
Involuntary inhalation of other people's cigarette 
smoke can precipitate asthmatic attacks. In addition, 
children of smokers have more respiratory disease in 
the first year of life, Finally, smoking contributes to 
death and injuries from fires, burns, and accidents/ 

Objectives to achieve during the next decade are 
to reduce cigarette smoking, to increase public and 
professional awareness of the risks smoking imposes 
on certain especially vulnerable subsets of the popu- 
lation, to adopt consumer protection measures, and 
to. obtain data on which to base differential insurance -< 
premiums to nonsmokers, 
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Changes in fates of cigarette consumption by peo- 
ple of different ages an^ s^xes can be tracked 
through existing data systems. \ 

* By 1990, the proportion of adults who smoke 
should be reduced to below 25 percent, 

f • By 1990, the proportion of women who smoke 
during pregnancy should be no greater than 
one- half the proportion of all women who 
smoke, (Baseline data unavailable,) ' 

■ , • By 199J3, the proportion of children and youths 
12 to 18 years of age^ho smoke should be re- 
, ' . ■ ■ duced to below 6 percent. 

Figure 34 shows the reduction from T979 rivets" — 
that would be made if 1990 objectives were attained. 

Objectives also focus on increasing the proportion 
of the population that understands the risk relation- 
ship of smoking to heart disease^ to fetal and infant 
health, to chronic obstructive lung disease and lung 
cancer, and the added risks to women who take oral 
contraceptives. The 1981 National Survey of Family : 
Growth, the 1980 National Natality Survey, and the 
1980 National Fetal Mortality Surpywill all provide 
baseline data on the rates of smoking among preg- 
nant women and among women who take oral con- 
traceptives. While there has been considerable 
analysis of disease prevalence by cigarette smoking 
. status, there has been little analysis of these; data to 
show changes in smoking habits after people have 
contracted a disease related to smoking, . 4 

Consumer protection objectives include enacting 
State laws banning smoking in unclosed public 
places, establishing separate smoking ar as in work 
and dining areas, increasing the umbers of 
employer-employee sponsored smoking cessation 
. programs, strengthening the present cigarette warn- 
ing to increase its visibility, and prominently display- 
ing tar, nicotine, and carbon monoxide content on 
cigarette packages and promotional materials. An ob- 
jective that lends itself to tracking through time is: 

« By 1990, the sales-weighted average "tar'M 
* yield of cigarettes should be reduced to below 1 
10 mg. The other components of cigarette J 
smoke known to cause disease should also 
i reduced proportionately, (In 1978, the sales- 
weighted average "tar" content was 16,1 mgj 

Misuse of Alcohol and Drugs 

The many health and economic burdens imposed 
by alcohol and drug abuse have been described in 
previous sections/ Major alcohol and drug policy 
objectives are to minimize the adverse social and 
health consequences associated with the use of such 
substances, especially among* adolescents, young 
adults, and pregnant women, A related objective is to 
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Figure 34. Reduce cigarette consumption 



minimize the number of adolescents who become 
users of alcohol and other drugs. The objective for 
preventing unsafe use of medical drugs is to increase 
consumer and professional sensitivity to the potential 
dangers inherent in the concurrent prescription and 
consumption of several drugs for and by the same 
individual and in the overpreseribing and overeon- 
sumption of drugs generally, particularly for and by 
older people. 

Data are available to track some of the objectives 
designed to minimize adverse consequences of 
alcohol and drug abuse. However, deaths attributable 
to misuse of alcohol are known to be underreported. 
On death certificates, physicians report a large pro- 
portion of alcohol-related deaths as caused by pneu- 
monia, accidents, and suicides. Objectives to reduce 
deaths associated with alcohol and drug abuse are as 
follows: 

» By 1990, the cirrhosis mortality rate should be 
reduced to 12 per 100,000 per year, 

• By 1990, other drug related mortality should 
be reduced to 2 per 100,000 per year, 

• By 1990, fatalities from motor vehicle ac- 
cidents involving ,driVers with blood levels of 



0,10 percent or more should be reduced to less 
than 9,5 per 100,000 population per year, , 

By 1990, fatalities from other (nonmotor vehi- 
cle) accidents, indirectly attributable to alcohol 
use (e,g,, falls, fires, drownings, ski-mobile, 
aircraft), should be reduced to 5 per 100,000 
population per year, 



Figure 35 presents these objectives in relation to 
the most recent death rates, Ap data become avail- 
able, additional objectives can be developed based on 
similar measures for other drug related fatalities. 

Objectives concerning alcohol and drug use do not 
seek an overall decline in per capita consumption. In 
1978, about 2.82 gallons of absolute alcohol were 
consumed per year per person 14 years of agp and 
over. The objectives focus instead qn containing past 
trends toward significant rates of increase in con- 
sumption, while aiming to reduce the numbers of 
young adults and adults who are heavy drinkers and 
frequent users of drugs, . 



By 1990, per capita consumption of alcohol 
should not exceed current levels. 
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Figure 35, Reduce mortality related to alcohol and d 
abuse 

•i By 1990, the proportion of adolescents 12-17 
years of age who are not using 1 alcohol or 
other drugs should not fall below 1977 levels, 
(In 1977, it was 46 percent for alcohol and a 
range for other drugs from 89 percent for mari- 
juana to 99 9 percent for heroin,) 

• By 1990, the proportion of problem drinkers 
among £11 adults 18 years of age and over 
should be f educed to 8 percent (In 1979, it 
was about 10 percent.) 



person Ss defined as not using alcohol or other drugs If he or 
she has never used the substance or IT the last use oT the sub- 
stance was more than one month earlier. 



• By. 1990/ the proportion of young adults 18-25 
years of age reporting frequent use 4 of other* 
drugs should not exceed 1977 levels, (In If 77, 
it was less than 1 percent for drugs other than 
marijuana and 19 percent for marijuana.) ' 

• By 1990, the proportion of adolescents 1247 
■ , years of age reporting frequent use of other 

• drugs should not exceed 1977 levels, (In 1977, 
it was less than I percent of youths for drugs 
other than marijuana and 9 percent for 
marijuana,) 

The above objectives focus entirely on death rates 
and consumption levels. This is because data and in- 
formation systems are not yet available to quantify 
and monitor other health, andagoeial consequences of 
the use of alcohol and other drugs. These include 
deaths and 'injuries from violence, sexual assault, 
vandalism and property damage, and the effect of al- 
cohol and drug use on the outcomes of pregnancy 
and on the health and healthy emotional and physical 
development of infants and children. A major objec- 
tive during the decade of the 1980 "S is to develop a 
capability to establish and monitor quantifiable 
prevention objectives in all such areas. 

By 1990, too, the public should be more aware of 
the health risks associated with the misuse of alcohol 
and drugs. At least 90- percent of women of child- 
bearing age should know about the risk of fetal" al-" 
cohol syndrome, and 80 percent of high school 
seniors should perceive great risks associated with al- 
cohol intoxication, marijuana and barbiturate use, 
and frequent, regular cigarette smoking, 

Overmedication, particularly of older people, is 
responsible for a- large burden of iatrogenic illness 
requiring hospital care. While no definitive data are 
available on the precise extent of this burden, esti- 
mates on the numbers of hospitalizations occasioned 
by adverse reactions to drugs fange from 105,000 to 
350,000 admissions per year, To prevent or minimize 
such reactions calls for a more active role to be 
played by pharmacists, physicians, and hospitals, 
both in counseling patients and in maintaining 
prescription drug profiles. Objectives include the 
following; 

• By 1990, adverse reactions from medical drug 
use that are sufficiently severe to require hos- 
pital admission should be reduced to 25 per- 
cent fewer such admissions per year, (In 1979, 
estimates range from approximately 105*000 to 
350,000 admissions per year.) 

• By 1990, pharmacists filling prescriptions 
should routinely counsel patients on the proper 
use of drugs designated a^ high priority by the 



4 ^Frequent use" means the nonmedical use of any specific drug 
on 5 or more days during the previous month 
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\ Rood and Drug Administration, with particular 
attention Jo prescriptions for pediatric and geri- 
atric patients and to the problems of drinking 
alcbholic beverages while taking' prescription 
drugs, (Baseline data-unavailable/) 

By WJ90, standard, good medical and pharma- 
ceutical practice will include drug profiles on 
90 percent of adults covered under the Medi- 
care program and oh 75 percent of other pa- 
tients with acute and chrohic illnesses being 
cared for in all private and organized medical 
settings. (Baseline data unavailable.) 



Nutrition 



The concept that good nutrition is related to good 
health is widely, accepted. As was noted in section 
III, many Americans are making an effort to control 
their weight and in some way to change fcheir habit- 
ual patterns of food choices and consumption, > 
Controversy among scientists about the extent to 
which cholesterol, fat, and salt constitute risk factors 
for heart disease and to which fat constitutes a risk 
_ factor for certain types of cancer makes agreement 
on prevention objectives, in this area difficult to 
achieve. The conservative solution is to provide con- 
sumers and health professionals with the best infor- 
mation currently available about both clearly estab- 
lished and suspected risk factors as the basis for 
reaching their own decisions in ; particular cases, Thus 
,a major set of objectives to be kchieved by 1990 is to 
increase knowledge of both known and suspected^ 
diet and health relationships* 

Related objectives include labeling food products 
with accurate information so that consumers can 
make food choices that conform to diets recom- 
mended by their physicians or by nutritionists or that- 
are in accord with national dietary guidelines, „ 
Obesity is considered to be a risk factor for several 
diseases; thus a major set of objectives concerns 
lowering the prevalence of overweight in the popula- 
tion. In addition, by 1990, 50 percent of the over- 
weight population should have adopted weight loss 
regimes combining an appropriate balance of diet and 
physical activity, 

Several specific nutrition objectives relate to the 
prevention of particular diseases or conditions. Three 
have to do with decreasing the risks of infant death 
and poor child health. These objectives are to reduce 
the proportion of pregnant women with iron defi- 
ciency, to eliminate growth retardation of infants and 
children caused by inadequate diets, and to increase 
the proportion of women who breastfeed their babies 
at hospital discharge and at 6 months of age, (Other 
related objectives are discussed in the section Preg- 
nancy and Infant Healt^J 



Finally, some objectives concern reducing the 
risks of cardiovascular disease that are associated 
with nutrition, as follows: 

• By 1990* the mean serum cholesterol level for 
those 18-74 years of age should be at or below 

200 mg/dL ".. ; ■ V, 

»■ , ■ » ■ - •• .* 

• By 1990, the mean serum cholesterol., level for 
those 1-17 years of age should* be at or below 
150 mg/dl. 

• By 1990, the average daily sodium ingestion 
(as, measured by excretion) by adults should be 
reduced at least to the 3, to 6 gram range, (In 
1979, estimates ranged between averages of 4 
and 10 grams sodium, NOTE; One gram salt 
provides approximately ,4 grams sodium,) 

Figure 36 displays the 1979 mean levels of serum 
cholesterol in the adult and child populations and re- 
lates them to the 1990 objectives. 
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Figure 36, Reduce serum cholesterol levels 
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Physical Fitness and Exercise 

i ■ '= ■ ■ • -. . 

As yeU.no data exist to establish clearly the effects 
of exercise arid physical fitness in reducing rjsks or 
incurring illness. However • sedeiitary living has been 
established 5 as one of the factors that increase the 
probabilities of cardiovascular disease, Regular physi- 
cal aptivity is valued for providing a general sense of 

, well- being. Also, people with weight problems who 
exercise regularly are able to maintain their desired 
weight^ more easily. For all these reasons, opportuni- 
ties for a lifetime of regular physical activity is a gen- 

, eral objective to be sought during the 1980's, This 
means that public recreation departments and 
interested private agencies that sponsor physical 
activity programs should include the development of 
physical fitness and sports skills for all age groups. In 
addition, health professionals should encourage their 
patients 'to engage in appropriate exercise. 

Physical fitness objectives include increasing exer- 
cise participation by people of all ages. The following, 
objectives are sufficiently measurable to be- included 
for tracking: 

• By 1990, the proportion of children and adoles- 
cents ages 10 to 17 pan i.qpa ting in daily school 
physical education programs should be greater 
than 60 percent, (In 1974-75, the proportion 
was 53 percent.) 

• By 1990, the proportion of adults 18 to 65 par- 
ticipating regularly in vigorous physical exer- 
cise should be greater than 60 percent, (In 
1978, the proportion who regularly exercised 
was estimated at over 35 percent) 

• By 1990, 50 percent of adults 65 years and 
over should be engaging in appropriate physical 
activity, e.g v ' regular walking, swimming, or 

j other aerobic activity, (In 1975," about 36 per- 
cent took regular walks J 

As part of these general goals, the increased parti- 
cipation of women, minority populations, handi- 
capped people, inner city and rural residents, and 
people of low socioeconomic status should be espe~* 
cially encouraged, particularly where their usual oc- 
cupations do not involve them in physical activity, 
As one means to this end, by 1990, the number of 
large employers and corporations (more than 500 
employees) who offer fitness programs should be. 
greater than 25 percent. 

In order to monitor the effects of exercise on the 
health of the population and its demography subsets, 
as well as on job performance and health care costs, , 
a major objective to be attained by 1990 is to develop 
methods of evaluation. 



^ tress and Violent Behavior 

■ Americans perceive excessive stress tb'be a major 
threat to health; Unfortunately, there has jjeeri>:a 
, paucity 6f research to confirm, negate, or explicate 
the relationship. The mosf tragic manifestations of 
un managed stress are deat^> rates from homicide, 
child abuse and neglect, and suitfde. Measurable ob- 
jectives for reducing these rates during the 198Q\s 
are as follows: 

• By 199b, the homicide rate among black males 
. 15-24 years of age should be reduced to below 

60 per 100,000. /(In 1978, it was 72.5 per 
100,000.) ' - • 

• By 1990, the suicide rate, among people 15-24 
years of age should be below 11 per 100,000/ 
(In 1978, it was 12.4 per 100,000,) 

Figure 37 provides: a framework for tracking, prog- 
ress toward these objectives, " 
_„ . Another major objective is to ! reduce by at least 
25 percent the cases of children's injuries and deaths 
inflicted by abusing parents. Estimates vary from 
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200,000 to 4 million eyes of child abuse occurring in 
the United States each year. , 

Poorly managed stress is also associated , with car- 
dibvascular disease, )vith work-related and home ae 1 
> cidents, and with many forms of mental illness, 

As, already noted in so many ' other areas of 
prevention, progress in both measuring the effects of 
stress and improving its management 5 is severely im- 
paired by lack of data and lack of research activity; 
. JThus major dbjectivfes for the 1980Y are to expand 
^he sources of data ancf in other ways to increase the 
knowledge base, " , ■ ' 



Summary and Discussion 1 ; 

". ■ " 

This section hgs summarized a series of objectives 
for reducing the burden of avoidable illness and disa- 
bility that 4 are feasible for the Nation to attain by 
1990, giveji the level of knowledge and resources 
available at the beginning of 1980/ The objectives 
deal with high blood pressure control, family plan- 
ning^ pregnancy and infant health, immunization, 
sexually transmitted diseases, toxic agent control, oc- 
■ eupational safety and health, accident prevention and 
injury, control,, dental health, surveillance and control 
of infectious diseases,/ smoking, misuse of alcohol 
and drugs, nutrition, physical fitness and exercise, 
and stress and violent behavior. The prevention ob- 
jectives in these 15 areas are discrete and narrowly 
defined. In combination, however, their attainment 
should allow the United States to reach the broader 
national goals for measurably improving the. health of 
its people in the five major life stages as set forth in 
Healthy People (GASH SG, 19793)/' v 

Lack of baselines against which to track trends 
during the 1980*5 limits the number of objectives 
that are presently measurable. However, as new 
sources of data become available in future years, 
more prevention indicators can be added. 

In reviewing this nascent Prevention Profile, iwo 
genera! points need to be ' discussed. The first con- , 
cerns the wide scope of the objectives relevant to 
prevention; the second concerns the nature of the 
particular objectives included in the tracking system. . 

To advance toward the broad goal of reducing the 
heavy human and economic costs imposed on the 
U.S. population by avoidable disease and disability 
demands action on many fronts. Specific objectives 
relate to many aspects of environmental protection asf 
well as to changes in people's daily habits of living 
and. in the degree of attention that health profession- 
als and health institutions devote to helping their pa- 
tients well. Employers, school systems, producrt 
designers^ artel manufacturers, food distributors, tM 



insurance industry, and many other important groups 
of American society outside its health system often 
play crucial roles in preventing uhnecessary injury 
and death and/or in promoting, healthier lifestyles. 
This, enormously corppMcates the task pf constructing 
a tracking system that is sufficiently: broad in scope 
to be relevant to actual efforts ■ and progress in 
disease prevention and risk reduction. , 

Securing, the necessary data to construct a relevant 
Prevention Prof le constitutes another major constraint 
on the selection of relevant objectives >fbf tracking. 
f By definition^ progress toward preventing disease or- 
reducing risks can only be followed over time, when 
good baseline data exist and where such data are 
likely 40 be available in the future. 
) Unfortunately, there is no congruence between 
the intrinsic sfibstantive importance of any particular 
objective and the availability of data " to make it 
measurable. As ^as been noted, for example, no data 
currently exist to show how many communities and 
how many people in the United States are likely to 
be exposed to contaminated ground water during the 
1980's from toxic wastes introduced into their im- 
mediate environments during the ,1950's, 1960's, and 
1970's. Nor do we know how many children each 
year suffer injuries and death from abusing parents. 
Regardless of the importance that society may attach 
to prevention \ in such .areas, the absence of data 
prevents the formulation of measurable objectives. 
Thus they cannot be included in the tracking system. 
The reverse side of this coin is that the. Prevention 
Profile may include certain objectives that many peo- 
ple might consider only marginally important, " ' 

This' fundamental imbalance, in the elements in- 
cluded in the 1980 Prevention Profile, can only be 
remedied by improving capabilities for securing reli- 
able, continuing information of special or emerging 
importance to the health ofuhe population. To im- 
prove 4he relevance of they tracking system to. the 
major challenges prevention feces today requires data S. 
systems that can be used to doSthe following: 

• Determine the incidence pt hypertension, heart 
disease, and stroke,, 

• Assess the status of hypertension control, 

• Determine the impact oyer time of a range of 
prenatal preventive measures on the physical 
and psychological development df infants and 

■ children, \ 

• Monitor the extents to which children are 
currently immunfzed against childhood 

diseases: • ^ 

» Determine the occurrence of a variety of sexu- 
al!^ transmitted diseases to provide" a basis for » 
" preventive strategies in local areas, , 
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^' Measure environmental hazards both those of 
. a continuing nature and those resulting., from 
isolated incidents, , i 

• Provide information on concentrations qf'ihazf^ 
\ . \ ardous agents in air, food, and watejr.%!" ' ' 1 

• Correlate occupatianal^n^ ^lifestyle behaviors 
wjth health and illness recor^ and use them to 
asjess the'; .extent and • distribution of oecupa- 

1 > v 1 tionai jnjuYfes .and of cancer and other possibly 
occ^^tiqna try"* re lated illnesses, including jieart 
disease. 

• Monitor trends of common infectious agents - 
not now subject to public health surveillance 

;.; and measure their impact on health care cost 

and productivity. 

»■ 

• Review the actuarial experience on differential 
life expectancy and hospital utilization of 
smokers and nonsmokers. 

• Monitor and evaluate the impaot of misuse of 
alcohol and drugs on health status, accidental 
injuries, interpersonal aggression and violence, 
outcomes of pregnancy,* and the emotional and 
physical development) of infants and Children. *' 

.i •'■ Detect 3 nutritional problems among especially 
,y vulnerable population groups and provide a 
; .basis for decisions on national nutrition 
policies,' i 

• Evaluate the effects of participation in pro- 
I" grams' oP physical fitness on job .performance 

.. and health care costs., \ 

• Enlarge the knowledge about stress as a risk 
factor, in mental and ^physical health and the . 
impact of stress management in-reducing risks. 

In addition, future editions of the 'Prevention Pro- 
file will need to track changes * in the puSlic's 
knowledge of risk factors for particular diseases and 
conditions, the extent to which people are making 
change^ In thejr lives in efforts to reduce their risks, 
and their success in rnaintkfning the changes they 
make. As noted in section III, surveys conducted 
during the. 1970!sJ>y the National Center Tor Health 
Statistics and by private survey organisations' as well 
^as. the many surveillance systems maintained by 
Center for Disease Control and! other agencies t have 
already actum u la ted a good-' ileal of the'" necessary ; - 
baseline data. 

This report has presented an .overview, of oppor- 
tunities for improving health thrqugh a variety of ap- 
proaches designee! to reduce the occurrence of those- 
diseases and disabilities for which we have at least 
some knowledge of how to prevent. If has also out- 
lined the first elements of a system to track measur- "f 
able prevent km objectives that could -{xe attained by 
1990. Succeeding reports will demonstrate the rate of J 
progress toward these national objectives. 
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